
VIO/KM 

MF2 





GIlEilTEn GLO\SGOW 
HI;A ~ T H ElO:'RC:' 

Supporting GPs in the 
Development of an Effective 
Response to Domestic Violence 
as it Presents in Primary Care 

A Study of the Benefits of Screening Tools, 
Training Programmes and the Provision of 
Written Information 

Kate Munro 
April 2001 



. PERL 
J _ .. ... ~ .... 

\ Public Educalion Resource library 
NHS Grealer Glasgow & Clyde 

"Hi02479;o: ~ < J 

/ /III/III /II 11/11 III/I //1// 111// /1111 /1// /III 

Project Supervisor Katie Cosgrove 
Department of Public Health, GGHB 

Project Worker Kate Munro 
Department of Public Health, GGHB 

This project was financed by the Primary Care Development Fund. 

Further information can be obtained from:-

Kate Munro 
Department of Public Health (Women's Health) 
Greater Glasgow Health Board 
Dalian House, 350 St. Vincent Street 
Glasgow G3 8YU 
Tel : 01412014972 
E-mail: kate.munro@gghb.scot.nhs.uk 

. . • Public Education Resource Library (PERL) 
NHS Greater Glasgow & Clyde 
Dalian House 

· PERL 

350 St Vincent Street 
Glasgow G3 8YU 0141 201 4915 

email : perl@gghb .scot .nhs _uk www.nhsggc .org.uk/perl 



Acknowledgements 

There are a number of people without whose participation, contribution, encouragement and support this 
project would never have been completed. 

Firstly, the eighteen busy GPs who participated in the project contributed significantly in terms of their time 
and energy. Their input was invaluable and their willingness to share their experience, knowledge and 
assessment of the interventions very much appreciated. The management of the project and in particular of 
the data collection was greatly facilitated by the twelve Practice Managers and receptionists who provided 
unfailing support. 

Anne-Marie Manning provided the training interventions. The training courses in general and Anne-Marie 
in particular were rated very highly by the participants and there is no doubt that her professional approach to 
the training programme made a significant contribution to the overall project. Glasgow Women's Aid also 
assisted in the delivery of the training programmes and thanks are due to Lydia Howie and Charlie Bartlett 
for their clear presentations on the services they offer. 

In a project of this nature it is important to acknowledge the potential impact of raising awareness. With an 
issue such as domestic violence such raised awareness may lead to an increased demand for services, support 
or even crisis intervention. In response to this the Centre for Women ' s Health and their Counselling Co
ordinator, Alison Miller, provided back-up support for this project offering both drop-in and telephone 
support for women who were ready to seek help and for those who simply wanted to talk to someone about 
the difficulties they faced. They also provided a much-appreciated back-up service and reassurance for the 
participating GPs. 

Finally, the Women's Health Team at Greater Glasgow Health Board was a constant source of support, 
information and encouragement. Many thanks to you all. 



; 



Table of Contents 

Executive Summary 

Section 1: Introduction 

1.1 
1.2 
1.3 
1.4 

What is Domestic Violence? 
Why Does it Occur? 
Aims of the Study 
Aims of the Report 

Section 2: Literature Review 

2.1 
2.2 
2.3 
2.4 
2.5 

2.6 

Domestic Violence as a Health Service Issue 
Implications for & the Response of the Health Service 
The Role & Responsibility of GPs in Relation to Domestic Violence 
Barriers to Change and Development Within General Practice 
Strategies for Tackling the Barriers in Primary Care 
2.5.1 Screening for Domestic Violence 
2.5.2 Medical Education and Training 

a. Undergraduate Education 
b. Post-Graduate & Continuing Education 
c. Use of Peers and Colleagues 

2.5.3 Publications and Written Information 
Discussion 

Section 3: The Pilot Project Study 

3.1 

3.2 
3.3 

3.4 
3.5 

Design 
3.1.1 Screening Intervention 
3.1.2 Training Intervention 
Process 
Methods 
3.3.1 Survey Design 
3.3 .2 Interviews 
3.3.3 Audit Design 
Timetable 
Reporting 

Section 4: Results 

4 .1 
4.2 

4.3 

Recruitment of GPs 
Allocation to Intervention & Control Groups 

Results of the Pre-intervention Survey ofGPs Knowledge. Skills and Practice 
4.3.1 Current Knowledge of the Nature of Domestic Violence and its 

Impact on Primary Care 
4.3.2 
4.3.3 
4.3.4 
4.3.5 

4.3.6 
4.3.7 

Classification of Domestic Violence 
Reasons for Domestic Violence 
Current Practice in Relation to Domestic Violence 
Knowledge of Supports and Services Available to GPs in Relation 
to the Management of Domestic Violence 
Knowledge of the Wider Network of Support Services for Abused Women 
Other Forms of Support 

I-tV 

1 
2 
3 
4 

5 
5 
6 
8 

10 
10 
12 
13 
14 
15 
15 
17 

18 
18 
18 
19 
19 
19 
20 
21 
22 
22 

23 
23 

24 

24 
25 
25 
27 

29 
30 
31 





4.4 Results of the Post-intervention Survey of GPs Knowledge, Skills and Practice 31 
4.4.1 Current Knowledge of the Nature of Domestic Violence and its 

Impact on Primary Care 3 I 
4.4.2 Barriers for GPs in Responding to Domestic Violence 33 
4.4.3 Action Where Domestic Violence Suspected 34 
4.4.4 Feedback on the Quality and Impact of the Training Course 36 
4.4.5 Impact on Practice 37 
4.4.6 Sustained Impact on Practice 37 
4.4.7 Feedback on the Use of the Screening Tool 37 
4.4.8 Supporting GPs to Respond to Domestic Violence 38 
4.4.9 Information Provision on Domestic Violence 39 

4.5 Pre-intervention Interview Results 40 
4.5 .1 Awareness of Domestic Violence and its Presentation in Primary Care 40 
4.5.2 Developing the Primary Care Response to Domestic Violence 45 

4.6 Post-intervention Interview Results 49 
4.6.1 Feedback on the Quality & Impact of the Training Course 49 
4.6.2 Knowledge of National and Local Initiatives on Domestic Violence & Health 53 
4.6.3 Feedback on the Implementation and Use of the Screening Tool 54 
4.6.4 Developing the Primary Care Response to Domestic Violence 58 

4.7 Results ofthe Audit of the Detection and Management of Domestic Violence 62 
in Primary Care 
4.7.1 Characteristics of the Sample & Response Rates 62 

a. ~ ~ 
b. Ethnicity 63 
d. Neighbourhood Type/Social Deprivation 63 
d. Reason for Attending Surgery 63 

4.8 Pre-intervention Audit of the Detection & Management of Domestic Violence 64 
4.8.1 Nature of Presentations & Response Where Domestic Violence Disclosed 65 
4.8.2 Nature of Presentations & Response Where Domestic Violence Suspected 65 

4.9 Post-intervention Audit of the Detection & Management of Domestic Violence 67 
4.9 .1 Nature of Presentations & Response Where Domestic Violence Disclosed 67 
4.9.2 Nature of Presentations & Response Where Domestic Violence Suspected 68 

4.10 Comparison of the Detection and Management of Domestic Violence in the 
Pre and Post Intervention Audit Periods 69 
4.10.1 Detection of Domestic Violence 70 
4.10.2 Use of the Screening Tool 71 
4. 10.3 Nature of Violence Disclosed 71 
4.10.4 The Management of Domestic Violence 71 

4.11 Comparison of the Demand for Domestic Violence Intervention with 
Other Primary Care Presentations 72 

Section 5: Discussion 

5.1 
5.2 
5.3 
5.4 

GP Survey Findings 
GP Interview Findings 
Audit Findings 
Summary and Conclusions 

74 
75 
77 
78 

Section 6: References 82 





Section 7: Appendices 

AnnexA: 

Annex B: 

Annex C: 

AnnexD: 

Annex E: 

AnnexF: 

Annex G: 

AnnexH: 

Annex I: 

Annex J: 

Annex K: 

AnnexL: 

Selective Screening Tool on Domestic Violence 

Training Course Programmes 

Pre-intervention Survey Form 

Post-intervention Survey Form - Control Group 

Post-intervention Survey Form - Screening + Training Group 

Post-intervention Survey Form - Training Only Group 

Pre-intervention Interview Schedule 

Post-intervention Interview Schedule 

Pre-intervention Audit Form - Part 1 

Pre-intervention Audit Form - Part 2 

Post-intervention Audit Form - Part 21 Screening + Training Group 

Project Timetable 

88 





Background 

SUPPORTING CPS TO DELIVER AN ApPROPRIATE RESPONSE TO 
WOMEN EXPERIENCING DOMESTIC VIOLENCE AS IT 

PRESENTS IN PRIMARY CARE 

In recent years the Women's Health Team from the Public Health Department at Greater Glasgow Health 
Board has undertaken a range of strategic and settings-based activity in relation to the development of an 
improved health service response to women experiencing domestic violence . Recognition of the nature and 
extent of domestic violence has grown in recent years. It is acknowledged by the Home Office to constitute 
a "pervasive problem" and to be one that has a significant impact on women's physical and mental health. 
In the United States where family violence has been identified as an epidemic both the Surgeon General and 
public health objectives have called for an organised approach to screening, treating and preventing violence. 

Victims of domestic violence face a variety of risks and concerns leading to a wide range of needs. These 
cannot all be tackled by anyone agency but research indicates that the health service has a key role in 
addressing these. However, the barriers to developing this role are considerable. Individual's barriers to 
providing an effective response include a lack of awareness of domestic violence, lack of recognition of 
indicators or uncertainty of its correct management. Organisational barriers include lack of time and poor 
links with support services whilst at a structural level there are barriers relating to the management 
infrastructure of the NHS. Hence, multi-faceted strategic and individual initiatives are needed in order to 
facilitate the required far-reaching changes in practice, culture and ethos. 

The rationale for this work is based on the high prevalence of domestic violence, its high association with an 
array of health problems and the low level of suspicion, enquiry and intervention which currently 
characterises the health service response. In this context, an appropriate health service response refers to 
determining the probability that domestic violence exists; identifying signs and symptoms; providing 
ongoing opportunities for individuals to voluntarily and confidentially identify themselves as victims of 
domestic violence; an intervention which involves appropriate and timely referral to relevant support 
services and accurate, confidential documentation of abuse. 

Aims of the Study 

The available evidence suggests that GPs have a pivotal role in relation to women experiencing domestic 
violence. Studies indicate that abused women are more likely to present in Primary Care with a variety of 
symptoms ~ . g. chronic pain, depression, anxiety, difficult pregnancies and to have poorer general health than 
women who do not have to cope with domestic violence (plichta 1992). However, despite the considerable 
emphasis placed on the role of GPs in addressing this issue, there is presently very little evidence which 
sheds light on how to overcome the barriers identified or on which method(s) of support would be the most 
effective in assisting them when presented with women experiencing domestic violence. 

Thus this pilot research project compared two different methods of support in order to evaluate their 
usefulness in developing an appropriate response to the presentation of domestic violence in Primary Care. 
It was designed in response to the findings of a survey of GPs conducted by the Greater Glasgow Health 
Board, Department of Public Health in 1997/98 during which the need for information and training on this 
issue was identified. 

The two forms of support evaluated were: 

i6 the introduction of a selective screening tool for mental health presentations in association with a 
specialised training course in the detection and management of domestic violence in Primary Care 

i6 the provision of specialised training in detecting and managing domestic violence in Primary Care 



At the outset it was planned to examine the effects of screening and training together as an intervention and 
training only against information only. However, as both the Scottish Executive and the Royal College of 
General Practice had distributed written information to GPs it was not possible to test this as a form of 
support. However, all the participants were asked to assess the usefulness and appropriateness of a strategy 
of providing written information. 

Literature Review 

A review of the literature revealed that there is a clear case for integrating a social issue such as domestic 
violence into general practice and for developing a more systematic and effective response within health 
services. However, the challenge appeared considerable. The current health service response is based on a 
medical model of health, largely limiting the management of domestic violence to the treatment of 
presenting injuries as neither the underlying factors nor secondary health problems are recognised as part of 
the primary care remit. Despite the development of guidelines the NHS response to domestic violence has 
been relatively slow to develop creating considerable tensions as well as significant personal and 
professional barriers for GPs with regard to this issue. 

A comprehensive range of potential sources of support for engendering change and development in Primary 
Care was identified. Established structures for education and training and for the distribution of written 
information were reviewed while less formal avenues of peer support and newer systems for screening were 
also examined. A review of the medical educational literature suggested that strategies involving multiple 
educational interventions were the most effective methods of changing and improving the performance of 
doctors. (Cantillon and Jones 1999) Limited value was ascribed to educational activities such as lecture 
format teaching and unsolicited printed material. A number of further studies also pointed to the 
shortcomings of a strategy of written information. (McColl et al 1998) 

Previous studies (Freidman et al 1992, Cole 2000) supported the development of a screening tool that alerted 
GPs to the possibility of domestic violence and prompted them to raise this with women. 
Screening was shown to increase detection of domestic violence in a number of clinical settings and was 
recommended for Primary Care based on the magnitude and severity of the problem, coupled with the 
feasibility of screening and the potential for meaningful intervention. 

However, no single strategy emerged as an effective and reliable method of facilitating change in practice. 
It appeared that, in isolation, the strategies of screening, training and written information were not 
necessarily sufficient to ensure new innovations are adopted and implemented. Organisational and 
management supports seemed to be important additional factors in changing behaviour, multi-faceted 
interventions appeared necessary as was a pre-disposition to engage with information concerning practice 
developments. 

Design & Methodology 

Participation in the study was voluntary with GPs self-selecting. Locum cover and PGEA points were made 
available to aid participation. 18 GPs from II practices participated. Most were part-time and all were 
experienced having worked for an average of9 - 13 years in Primary Care. 

The project collected data through a range of methods. These were the use of questionnaires to survey the 
GPs knowledge, skills and practice in relation to domestic violence; interviews with a randomly selected 
sub-sample to explore their views in greater depth and an audit that collected information on the prevalence 
and management of domestic violence in women presenting at surgery. 

The qualitative data collected was analysed using qualitative methodology and interpretative processes. 
Quantitative data was analysed using the SPSS statistical package. 

The results are reported as one group owing to the small sample size but where differences were detected 
between groups these have been identified. 
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Findings 

Domestic Violence & Primary Care 
fO Domestic violence was identified as central to 

General Practice. Links were drawn to other 
social issues where identifying & intervening 
with the issue was integral to the management 
of somatic and mental health conditions. 

fO There was high awareness of the implications 
of domestic violence Primary Care and a clear 
recognition of their role in responding to this. 
This perceived role included counselling, 
support, information and documentation. 

fO A number of professional and personal 
difficulties were identified. A fear of intrusive 
questioning damaging relationships with 
patients persisted as a major concern despite 
increased willingness to broach the subject 
following training and women's apparent 
receptiveness to pro-active questioning. 

fO Few GPs had received any previous training 
or information on domestic violence. They 
also appeared isolated from services for 
abused women being largely unfamiliar with 
the work and effectiveness of these. They felt 
a pro-active approach was facilitated by 
access to responsive, complementary services 
offering practical and emotional help. 

fO There was little enthusiasm for inter-agency 
work. Most viewed such working 
arrangements as desirable but there was little 
to indicate that they could be easily achieved. 

Detection & Management of Domestic Violence 
fO The audit indicated a low rate of detection. In 

2% of presentations during the pre and 1.9% 
in the post-intervention period domestic 
violence was either disclosed or revealed 
through questioning. 

fO Domestic violence was suspected in 2.4% 
(pre) and 1.6% (post) of cases. GPs appeared 
reluctant to broach the issue with only 54.2% 
& 63.3% of suspicions followed by enquiry. 

fO Mental health was highly associated with 
presentations involving domestic violence. 

fO The most frequent response was a discussion 
but support, counselling and advice were also 
offered. A very small proportion of patients 
received potentially lengthy interventions. 
With few exceptions, interventions were 
within the ambit of the health service. 

fO The prevalence of cases where domestic 
violence was identified as a factor was 
comparable to the level of demand for 
reproductive health care, monitoring of 
hypertension or treatment for infections. It far 
exceeded presentations for chronic conditions 
such as cancer, heart disease or diabetes. 

Screening + Training Findings 

fO Screening tools + training had an impact on 
the GPs knowledge, confidence and practice. 

fO GPs in the screening + training group were 
significantly more likely to suspect domestic 
violence and to broach this with women than 
GPs from the training only or control groups. 

fO The introduction of the screening tool led to 
an increase in enquiry, 8.1 % of presentations 
compared to 1.9% of cases in the pre
intervention audit. This led to an increase in 
detection in mental health presentations. 

fO The screening + training group were more 
likely to offer advice, support and referral 
following the intervention and less likely to 
take no action. 

fO The screening tool was considered sustainable 
owing to its non-prescriptive, flexible, 
unobtrusive approach. Flexibility allowed 
GPs to use existing knowledge of women and 
to exercise judgement in relation to safety. 

fO GPs agreed that the screening tool could not 
be implemented without an accompanying 
training course. 

Training Only Findings 

fO Training was reported to have had an impact 
on the GPs knowledge and confidence but a 
lack of change in detection, disclosure and 
broaching the issue suggests training alone is 
not sufficient to engender change. 

Information Only Findings 

fO The high volume of reading material in 
Primary Care meant GPs had limited 
awareness of information already received 
and there was little indication that this had 
influenced practice. 

fO Unsolicited guidelines and protocols were not 
valued, rarely read and seldom acted upon. 
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Discussion 

f?> The findings illustrate the effectiveness in the short tenn of supporting GPs through the provision of a 
package of screening tools, training and information on support services. They do not give any 
indication of what could shape practice in the longer tenn although the use of the screening tool was 
reported as persisting. 

f?> Whilst a multi-faceted intervention engendered change and development in practice no single 
intervention led to changes. The provision of training alone had no discernible impact and written 
infonnation was not effective in communicating practice developments. 

f?> The selective screening tool for adult, female, mental health presentations alerted GPs to the possibility 
of domestic violence and prompted them to raise this with women. GPs had a high index of suspicion 
with mental health presentations. Whilst an undue focus on mental health presentations to the detriment 
of somatic indicators needs to be guarded against it would appear that a screening strategy capitalising 
on the high prevalence and raised awareness of the mental health consequences of domestic 
violence would he justified. 

f?> GPs agreed that all members of the Primary Care team must understand and develop the skills necessary 
to identify the safety, privacy, and other concerns women face. Developing staff capacity to perform 
these roles requires informative training, screening tools to aid the integration of knowledge and 
practice and collaborative partnerships with other agencies and organisations. 

f?> GPs strongly opposed the unsolicited delivery of screening tools or guidelines. However, despite 
this there were no suggestions other than refresher courses and distributing written materials for raising 
and sustaining awareness. 

f?> Closely linked to the pro-active implementation of knowledge, skills and confidence acquired through 
training was the GPs assessment of the extent to which current local service capacity assists women with 
their various needs. Because service capacity may be inadequate in a range of areas, the development of 
creative partnerships is likely to be necessary if victims of domestic violence are to be supported 
and helped to move on. However, whilst GPs could identify the benefits of multi-agency work they 
could not readily identify how they could participate in this. 

f?> The raised index of suspicion can be considered significant as identification of women who are victims 
of domestic violence is a critical first stage in providing appropriate services. The sensitive nature of the 
topic and the increased risk that women face once the situation is shared with others means that they will 
feel initial reluctance to disclose. They must be able to disclose at whatever point they deem it most 
appropriate and this may not necessarily be when the issue is first broached. Further work will thus be 
required to assess the long-term influence of a pro-active approach to questioning, its impact on 
women's health, enhanced opportunities for intervention and the prevention of future abuse. 

f?> Similarly, further work with women could usefully explore their perceptions of the opportunities 
screening affords for disclosure and their expectations of a helpful and successful consultation 
regarding domestic violence. This could facilitate the development of a screening procedure that not 
only increased the chance of accurately identifying patients who have been abused but in addition one 
which would increasingly identify doctors as a resource should abuse arise in the future. 

f?> The difficulties associated with engaging those GPs who do not share a pre-existing understanding 
of and commitment to the is~ue were recognised but there were few suggestions for how these could be 
overcome. Further exploration ofthe needs, attitudes and views of this group is required. 

f?> Addressing the considerable support needs of GPs in relation to this issue would appear to require a 
substantial programme of activity that would benefit from the involvement of women's organisations. 
Action to address GPs needs in relation to the management of domestic violence will be required 
on the part of the comprehensive range of existing education and information structures that 
support change and development in Primary Care. 
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Introduction 

This pilot research project aimed to explore the most effective method of assisting General 
Practitioners to deliver an appropriate response to victims of domestic violence. It was designed in 
response to the findings of a survey of GPs conducted by the Greater Glasgow Health Board, 
Department of Public Health in 1997/98 (MacCartney 1998) during which the need for information 
and training on this issue was identified. 

Recognition of the nature and extent of domestic violence has grown in recent years and is 
acknowledged by the Home Office to constitute a "pervasive problem". Research has highlighted 
that the incidence and prevalence of domestic violence is disturbingly high. It is estimated that 
between I in 3 and I in 5 women will have experienced some form of abuse from a male partner in 
their lifetime (Mooney, 1994, Dobash et aI, 1985). In the year 1998/99 Glasgow Women's Aid 
responded to 9,870 requests for assistance; a 7% increase on the previous year (Glasgow Women's 
Aid Annual Report 1998/99) . Both Greater Easterhouse and Drumchapel Women's Aid groups 
provide a similar picture of local areas. 

Accompanying this recognition is an appreciation of the impact of domestic violence on the physical, 
emotional and mental health of women. Studies indicate that abused women are more likely to 
present with a variety of symptoms e.g. chronic pain problems, depression, anxiety, stress, difficult 
pregnancies and to have poorer general health than women who do not have to cope with domestic 
violence. (plichta, 1992). The financial ramifications of this are difficult to quantify exactly but a 
conservative estimate places the direct medical care costs of treating the effects of domestic violence 
within the GGHB area at between £8 million and £18 million per annum (Young, 1997). 

1.1 What is Domestic Violence? 

Domestic violence, broadly defined, is abusive or aggressive behaviour by a person in an intimate 
relationship with the victim. Such abuse or aggression takes physical, sexual, and emotional forms. 
Physical abuse encompasses a wide range of specific actions, including pushing, shoving, slapping, 
kicking, hitting with fists or objects; burning and scalding; assaulting with a gun, knife, or other 
weapon; and choking, strangling, and smothering. Sexual abuse includes rape, sexual molestation, 
and other forms of sexual trauma. Emotional abuse is characterised by repeated verbal criticism, 
psychological intimidation, and other types of behaviour intended to humiliate, control, or undermine 
the independence of the victim. It can take the form of harassment, coercion, threats, and stalking. 

The definition of domestic violence used for the purposes of this study was as follows: 

The physical, emotional and, or psychological abuse to which a woman has been, or is being, 
subjected by a man with whom she is having, or has had, an intimate relationship 

which mayor may not include cohabitation. 

This definition is contained within the Home Office Report on Domestic Violence (Smith, 1987) 

Domestic violence cuts across all boundaries of class, ethnicity, religion and age. However, there is 
overwhelming evidence that it is predominantly men who are the perpetrators and women the victim 
of domestic violence (Strathclyde Police 1998). According to the Government 'throughout society, 
many people, predominantly women, are at risk of attack in their homes from their spouses or 
partners, both current andformer'. (The Government Reply to the Third Report from the Home 
Affairs Select Committee Session 1992 -1993,1993) 

However, it is recognised that domestic violence can occur within lesbian and gay relationships and 
women do commit violent acts towards their partners. Although less prevalent these forms of 
violence are no less serious and their existence should be acknowledged. It is important that all 
victims of domestic violence receive appropriate help and support. 



1.2 Why Does it Occur? 

Growing public awareness of the extent and nature of domestic violence has fuelled the debate as to 
why it happens. In seeking to explain such behaviour and its apparent tolerance within society 
several competing theories have been propounded. One regards this as a problem relating to 
individuals. Abusive men are described as aberrant from the norm (Gayford 1975) and their 
abusive behaviour regarded as a consequence of alcohol abuse, childhood experience, stress, low self 
esteem or mental illness. Women are equally viewed as contributing to their abuse either through 
their dysfunctional personality (Gayford 1975), addiction to violence or by the derivation of sexual 
pleasure from abuse (pizzey & Shapiro 1982). The problem of domestic violence is then located 
within the individual and the solution depends on changing those individuals concerned. 

There is, however, little evidence to support an explanation based on a model of individual 
pathology. This cannot explain the gender specific nature of domestic violence in that it is 
overwhelmingly men who are the perpetrators. Neither is there any support for the contention that 
individual factors such as alcohol abuse or childhood experience are direct or primary causes of 
abuse. A Home Office Research Study (Smith 1989), which surveyed the evidence, found that 
while alcohol could be viewed as a contributory factor it was insufficient to explain domestic 
violence. More recently Strathc1yde Police published statistics from their Spotlight Initiative (1998) 
which reported that alcohol was present in less than half of the domestic violence incidents they were 
called to. 

The other most commonly associated factor is childhood experience whereby it is proposed that the 
experience of, or witness of, domestic violence as a child will result in abusive behaviour as an adult. 
However, although some children who witness domestic violence may grow up to be abusers there 
does not appear to be a simple cause and effect relationship. The growing recognition of the 
consequences of domestic violence for children has led in recent years to increasing support to help 
them understand their experiences. Work with such children has found that many reject the 
behaviours they have witnessed or experienced and report their determination to be non-violent as 
adults (Mullender & Morley 1994). 

Despite this, however, the reliance on an individual model remains and belief in direct, simple causal 
relationships between domestic violence and factors such as alcohol abuse or the inter-generational 
transmission of violence endures. 

A second theory identifies socio-structural factors. In this model external factors such as 
unemployment, poor housing and poverty are identified as the causes of domestic violence. This 
model implies that domestic violence is largely confined to lower income groups but the available 
evidence does not however, support this. Research with women has indicated that domestic 
violence occurs across al1 social classes (Mooney 1994). Some groups of women may be more 
visible because of their use of public services (pahI1985) but the problem is not restricted to lower 
income groups where one might expect to find unemployment, poor housing or poverty. 

Within the socio-structural model some have identified lack of equality between men and women as 
a contributory factor (Gelles 1983) but the overwhelming focus of this approach has been on how 
such external factors create dysfunctional families. Within such families all members are viewed as 
complicit in instigating and perpetuating abuse and there is some support for the idea that women are 
as likely to be aggressors as men. (Strauss et al 1980) The notion of dysfunctional families has 
been the subject of considerable debate. It has been criticised as inadequate and misleading since al1 
forms of violence are conflated under the heading of 'conflict' . The gender-specific nature of 
domestic violence is rarely described and little attempt has been made to contextualise 'conflict' in 
terms of the scale and severity of the abuse. 

The validity of the findings on female aggression has similarly been challenged. The crude 
descriptions of violence have failed to distinguish between offensive and defensive attacks despite 
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the evidence that women are usually aggressive in response to male violence (Smith 1989, 
Strathclyde Police 1999). 

The third major theory currently debated is a feminist analysis of abuse. This regards domestic 
violence as stemming from the societal structural inequality between men and women. Abuse of 
women is tolerated, it argues, because it is embedded within cultural norms and the historical, 
unchallenged dominance of men in society. The presence of external factors such as poverty or of 
individual difficulties such as alcohol abuse are perceived as potentially contributing to violence but 
these are also considered as insufficient explanation for the pervasiveness of the problem or its 
gender specific nature. 

Research conducted with the perpetrators of domestic violence indicates four interlinking factors 
precipitating abuse (Dobash & Dobash 1979): 

• men's possessiveness and jealousy 
• men's expectations of women's domestic work 
• men's sense of women as their property 
• the importance to men of maintaining authority 

In abusive men they noted a sense of ownership, authority and perceived right to act with impunity 
within their relationship. They concluded that domestic violence was 'primarily purposeful 
behaviour ... (used as) a means to enforce that dominance'. 

The perceived legitimacy of this view is reinforced in many subsequent studies but in particular in 
Mooney (1994) where 67% of men surveyed stated they would use physical violence against their 
partner in certain circumstances e.g. infidelity, and in research on young people's attitudes towards 
violence against women conducted by the Zero Tolerance Trust (Burton & Kitzinger 1998). This 
survey of over 2,000 young people aged 14-21 found a high level of tolerance of violence against 
women with I in 10 young men believing it could be OK to hit a woman if she were his wife and I in 
5 considering it acceptable to force their wife to have sex. These findings demonstrate a striking 
acceptance of violence against women despite over 20 years of work to address male violence and 
raise awareness of the unacceptability of domestic violence. 

1.3 Aim of the Study 

The pivotal role of GPs in delivering a primary care service to women experiencing domestic 
violence has been the subject of considerable debate within the health service. The available 
evidence suggests that women are more likely to approach their GP than other formal agencies when 
seeking assistance. (Dobash & Dobash 1979) Studies further indicate that 50-80% of abused 
women will seek medical assistance at some point but they also highlight that there is often a failure 
to detect domestic violence despite strong indicators of its presence. (pahl 1985, McWilliams & 
McKiernan 1993, Richardson & Feder 1996) Explanations for missing domestic violence vary but 
studies have identified lack oftime, workload pressures, fear of overstepping professional 
boundaries, reluctance to risk offending women and a fear of opening 'Pandora's Box' as significant 
impediments to effective intervention. (Sugg &Inui 1992) 

However, despite the considerable emphasis placed on the role of GPs in addressing this issue, there 
is presently very little evidence which sheds light on how to overcome the barriers identified or on 
which methodes) of intervention would be the most effective in assisting them when presented with 
women experiencing domestic violence. 

The aim of this project was, then, to explore and compare two different methods of support in 
order to evaluate their usefulness in developing an appropriate response to the presentation of 
domestic violence within Primary Care. 
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The two forms of support evaluated were: 

• the introduction of a selective screening tool for mental health presentations in association with a 
specialised training course in the detection and management of domestic violence in primary 
care (screening + training group) 

• the provision of a specialised training course in the detection and management of domestic 
violence in primary care (training only group) 

An appropriate GP response to domestic violence was defined as the accurate identification and 
appropriate referral of abused women. 

At the outset it was planned to examine the effects of screening and training together as an 
intervention and training only against information only. However, prior to the intervention phase 
the Scottish Executive had distributed written information produced by the Royal College of General 
Practice (Heath, 1992) to GP practices. Such information had sought to both raise awareness of the 
extent and nature of this issue as well as discussing the role of the GP in detection and management. 
Thus, given the widespread availability of written information it was not possible to test this as a 
form of support. However, all participating GPs were asked for their assessment of the usefulness 
and appropriateness of a strategy of providing written information. 

1.4 Aims of the Report 

This report will describe the project, discuss its findings and make recommendations for the future 
development of this work. The aims of the report are to: 

• provide an understanding of the role of the GP in relation to domestic violence 

• critically appraise the existing structures through which GPs are supported to implement change 
and development within practice 

• describe the methodology and process of the research project 

• present the findings of surveys, interviews and audits conducted wi th GPs 

• make specific recommendations for General Practice and for the future development and 
implementation of screening tools, training and the provision of written information on domestic 
violence 
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Literature Review 

2.1 Domestic Violence as a Health Service Issue 

Domestic violence has made its way onto the public health agenda in Scotland, largely because of 
improved reporting and recording of the problem and increased awareness of the demands placed on 
health services by its physical, emotional and mental health consequences. Despite the prevalence 
of domestic violence and its debilitating impact on women's health it is largely undocumented in 
health care. In the absence of a national system of data collection on the presentation of domestic 
violence in the health service, studies such as the British Crime Survey (Mayhew et al 1996) provide 
a starting point for understanding the circumstances and extent of the problem. 

In 1996, the British Crime Survey showed that the most common type of violence was that 
perpetrated by acquaintances (40%), followed by domestic violence (25%), violence by strangers 
(25%) and during robberies (10%). Important in a medical context is the finding that repeat 
victimisation is more common for domestic violence than for other crimes: 43% of victims in an 
accident and emergency department survey (Makower et al 1995) had been assaulted before. The 
incidence of all categories of violence has increased since 1981 but domestic violence in particular 
showed a marked increase; 240% over this period. 

Given the nature of domestic violence and the types of assault to which women are subjected it 
would seem likely that there would be health consequences, and indeed domestic violence is coming 
to be recognised nationally as a major health care issue. A number of influential bodies have 
produced reports, including the Scottish Needs Assessment Programme (SNAP) report 'Domestic 
Violence' (1997), the Royal College of Obstetricians and Gynaecologist's (RCOG) report 'Violence 
against Women' (1997) and the British Medical Association (BMA) report 'Domestic Violence: a 
health care issue?' (1998). Globally, its impact on health and the associated costs are now being 
acknowledged by the World Health Organisation, the United Nations and the World Bank 
(Mull ender, 1996). In the United States the Surgeon General has identified domestic violence as the 
nation's number one health problem. (Blintiff, 1996) 

2.2 Implications for & the Response of the Health Service 

The implications for the NHS of domestic violence are considerable. In addition to physical injury 
women experience a range of health problems including depression, anxiety, substance abuse and 
pregnancy complications. (Richardson & Fielder, 1995) Victims of abuse are more likely to have 
poor health, chronic pain problems, depression, addictions, problem pregnancies and to attempt 
suicide (Plichta 1992). The medical profession is often the first formal agency abused women tum 
to, (Dobash & Dobash 1979) providing one of the most important sources of help. 

Women experiencing abuse present at a range of different health settings, including Accident & 
Emergency, Obstetrics & Gynaecology and Psychiatric services. However, there would appear to be 
a pivotal role for General Practice in identifying and responding to women experiencing domestic 
violence. The available research suggests that women are more likely to approach their GP than 
other formal agencies when seeking assistance. It also highlights, however, that there is often a 
failure to detect domestic violence despite strong indicators of its presence. (Pahl 1985, McWilliams 
& McKiernan 1993, Richardson & Feder 1996) 

Slavin & Wilkes (1998) in a review of the health response to domestic violence found evidence that 
healthcare professionals are failing to respond. Reports show between 20% and 35% of women 
visiting emergency rooms are there because of symptoms of ongoing abuse, yet only 5% of victims 
of domestic violence are so identified (Abbott et aI., 1995). Despite the frequency with which many 
pass through the present system they remain undetected and there are no reliable statistics as to how 
often health services are used as a result of violence and abuse. (Covington et al 1995) 
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Nevertheless, extrapolations from the available prevalence studies suggest that as many as 20,000 
Glasgow women may be victims of domestic violence that is classified as severe. A further 40 ,000 -
60,000 may experience violence by a close male partner at some point during their relationship. 
(Mooney, 1994) The annual cost to the NHS of treating health problems related to domestic 
violence in the Greater Glasgow area is estimated as £14.3 million, with a possible range of £8 
million to £18 million. (Young 1997) 

There are also implications for the health service in respect of the need to develop co-ordinated 
service delivery strategies with other agencies and organisations as despite the demands placed on it 
the health service is not in a position to meet the manifold needs of women experiencing domestic 
violence and is rarely the only service they rely on for help and support. Domestic violence affects 
women and their families in various ways. Abused women often face a variety of concurrent 
barriers that may stem from domestic violence, including physical and mental health disorders, 
substance abuse, lack of safe, affordable housing, uncertainty over finances or eligibility for benefits 
and lack of legal advocacy. To help women meet their various needs, and improve their personal 
safety, the health service must be able to provide or help obtain supportive services. 

In order to do this collaborative partnerships need to be developed with a wide range of organisations 
in the community, including Women's Aid, mental health providers, child protection services, 
housing agencies, the police, the Procurator Fiscal, and social work personnel. A range of co
ordinated efforts is necessary to address women's two sets of needs. Needs that stem from risks 
posed by the perpetrator addressed through co-ordination with the criminal justice system, and needs 
that stem from personal difficulties associated with abuse, addressed through co-ordination with, for 
example, Women's Aid, mental health providers and housing agencies. The formation of almost 
three hundred local inter-agency fora on domestic violence throughout the UK indicates the growing 
acceptance of the view that a co-ordinated, multi-agency approach should underpin the provision of 
services. However, collaborative strategies are relatively immature within the health service with 
few examples of effective inter-agency partnerships available for review. 

A comprehensive health-based approach can be found in the Scottish Needs Assessment Programme 
(SNAP), through which the Scottish Forum for Public Health Medicine undertook a review of 
domestic violence from a public health perspective. In Glasgow research & development 
programmes have introduced protocols and guidelines for staff in a number of settings including 
Obstetrics & Gynaecology and Accident & Emergency. These protocols, jointly developed with 
women's organisations, have been implemented in association with staff training, information packs 
and the development of additional support services. However, elsewhere developments appear more 
piecemeal e.g. targeted training sessions for specific departments. 

Whilst there are few examples of joint service initiatives there are some reports which reinforce their 
value to the health service. A successful project in Leeds based two counsellors in GP surgeries to 
meet the advice and support needs of Asian women (Mullender 1996). Their need for an 
unobtrusive and confidential service would have been hard to meet in any other setting. There is 
reason to believe that services and information placed in waiting areas may be of particular value as 
a recent waiting-room survey (Stanko et aI., 1998) highlighted the very large number of women 
consulting GPs who have experienced domestic violence. 

This increasing recognition of domestic violence as a public health issue has not yet, however, led to 
the creation of a more systematic approach to the issue across the National Health Service. 

2.3 The Role & Responsibility of GPs in Relation to Domestic Violence 

'Domestic violence significantly affects the mental and physical health of large numbers of women 
and their children and, therefore, doctors and other health professionals are inevitably involved in 

providing care for the group. ' 
BMA,1998 
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The role of the GP in relation to domestic violence has been the subject of increasing debate within 
health services. The growing recognition that many 'diseases' have social causes or consequence 
has left many GPs unsure of their role in relation to 'social problems' . Trained in a medical model 
of care there is a feeling among many that they cannot be responsible for addressing social ills that 
manifest themselves in the health of their patients. 

Warshaw {I 993) argues that this 'medical model' approach to health care militates against effective 
care for women experiencing domestic violence. She argues that within the medical framework 
violence against women becomes translated into individual case histories, which can then become 
linked to the pathology and problems of patients. In contrast, the social model approach to health 
directs professionals to help empower women by affirming their right not to be abused and informing 
them of the help that is available . Health services informed by the social model of health would 
provide an appropriate, systematic response in which health care would not be restricted to the 
treatment of presenting physical problems. It would involve recognition of a wider role and 
responsibility. This would entail sensitively taking an appropriate history, documenting this with 
permission, providing information about support services, discussing options and arranging onward 
referral as appropriate. This, however, may not be an approach with which health professionals are 
either familiar or comfortable. 

"" . many health care professionals are reluctant to engage with the issue because their training 
encourages them to think in terms of diagnosis and treatment not as people available to support, 
advocate or facilitate other activity, which after managing the clinical consequences of domestic 
violence, is the only role that can be expected of them. " 

Report on a Conference on Domestic Violence in Scotland. (Henderson 1998) 

While some GPs would undoubtedly identify domestic violence as a legitimate concern of Primary 
Care and would be comfortable with a role that encompassed listening, supporting and facilitating 
others would concur with the view: 

"".given the questions about the provision and quality of medical care, it would seem that an 
involvement in social care cOllld be to the detriment of providing what is expected from general 

practitioners - technically competent medical care. " 
Stimson, 1977 

The question of what is expected from and what constitutes a competent and successful GP 
consultation may, however, be viewed differently by women as they would appear to expect and 
value a social model approach within general practice. In a study of 50 women in refuge Pahl 
(1995) found that 32 had approached their GP because of domestic violence. A 'helpful' response 
was characterised by listening, being sympathetic and giving advice. 'Unhelpful' responses involved 
dispensing anti-depressants or tranquillisers. Caralis & Musialowski (1997) in a study of the 
primary care response to women experiencing domestic violence found a significant gap between the 
women who felt they could talk to their doctor about the abuse (68%) and the number who reported 
having been asked (12%). However, even when told of the abuse 20% of women felt that the doctor 
did nothing in response. Women expected doctors to act as their advocate and to assist them in 
partnership with other community and legal professionals. 

In a study by Rodriguez, Quiroga & Bauer {I 996) of abused women's perspectives on medical care 
participants from all ethnic groups identified major factors that affect identification and management 
of abused women in the health care setting. Most participants said that providers should take the 
initiative to ask directly about domestic violence, establish a supportive patient-provider relationship, 
and refer women to available community resources. Factors that predisposed a woman to seek help 
included the doctor exhibiting compassion, awareness, and respect for the women's need to make the 
final decisions about her situation. Identification, they proposed, could be improved through a 
trusting patient-provider relationship and by direct questioning about domestic violence. 
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Direct questioning is often perceived as intrusive by practitioners within Primary Care but this is 
clearly not only a desirable approach but also one that is medically ethical. The medical ethical 
principal of beneficence places on medical staff a duty to intervene in cases of domestic violence. 
This is the duty to recognise and address the underlying causes of presenting physical injury or 
disease. Treating only the injuries or symptoms of abuse will not address the on-going violence that 
is at the root of the women's health problems. Early recognition of violence as the underlying cause 
of health problems can lead to prevention of further violence and ill health. When violence is not 
diagnosed it is most likely to continue and may even escalate as demonstrated by Stark et al (1979) 
who in an American study found that one in five abused women attending their doctor had sought 
medical attention for injuries from abuse 11 times previously. 

Similarly, the principle ofnonmaleficience - do no harm - directs doctors to address underlying 
violence. If violence is missed then the treatments prescribed are likely to be inappropriate, contra
indicated or even harmful. For example, prescribing pain killers or tranquillisers for a woman who 
because of violence may be at increased risk of suicide or whose lack of alertness may make her 
more vulnerable to assault (Amaro 1990). 

However, while these general principles appear to encompass the behaviours, attitudes and actions 
required for an appropriate response to abused women they may not be sufficient to facilitate the 
developments in practice, ethos and culture that key reports (SNAP 1997, BMA 1998) have called 
for. The lack of attention given to this issue in the UK medical field has meant that there has been 
little in the way of guidance for GPs on their role and responsibilities in respect of responding to the 
presentation of domestic violence . However, there have been a number of initiatives undertaken 
abroad, particularly in the USA and Australia. Within the US a programme of training for health 
care professionals, accompanied by a protocol on domestic violence, has been adopted in some 
states. The American Medical Association (Council on Scientific Affairs, 1992) has defined 
domestic violence as a priority and issued guidelines recommending that women should be routinely 
screened for domestic violence i.e. asked directly about whether or not they have experienced abuse. 

In Britain, the Home Office Report on Domestic Violence (Smith, 1987) advocated a similar 
approach for health professionals and produced the following recommendations: 

Development of training programmes and codes of good practice 
Development of guidelines 
Establishment of liaison and referral procedures with other agencies 
Introduction of data recording systems to record the prevalence and nature of the problem. 

In 1992 these recommendations were incorporated into the guidelines published by the Royal 
College of General Practitioners (Heath, 1992). They detailed an appropriate response to women 
experiencing abuse, suggesting the following: 

• Ask direct questions 
Respect & validate the woman's experience 

• Assessment & medical treatment 
• Information giving & follow up 

According to one report (BMA, 1998) these guidelines are rarely implemented and research suggests 
that GPs remain unsure of their role in relation to this issue. (Cosgrove, 1999) 

2.4 Barriers to Change & Development within General Practice 

The reluctance felt by GPs to work pro-actively with this issue is often described as "opening a can 
of worms" or "opening Pandora's box" (Sugg & Inui, 1992). Time constraints and workload 
pressures are often cited as barriers to effective intervention as is a reluctance to encroach into 
'personal' matters and risk offending patients. Cosgrove (1999) identified GPs perception of their 
role as a factor that hindered the development of an effective response to women experiencing 
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domestic violence. When asked what they considered their role to be four of fi ve GPs indicated that 
there was very little the GP could offer and a number expressed concerns over their role in relation to 
domestic violence. 

The fear of offending the woman 's privacy by asking about domestic violence is embedded in the 
cultural context of what is defined as 'private'. The tension of not wanting to overstep the bounds of 
what is private, yet acknowledging that domestic violence has medical consequences, leaves health 
professionals wary of how to approach the issue. Lack of training in identifying and responding to 
abuse further contributes to the fear of overstepping professional boundaries. In a recent Glasgow 
study GPs acknowledged their need for enhanced information on this issue. 43 % wanted further 
information about the issue, 35% wanted training and 89% indicated they needed more information 
on support services (MacCartney, 1998). 

However, despite the difficulties perceived by practitioners, it would appear that women do not 
regard direct questioning as intrusive and are receptive to a GP raising the issue. In an American 
survey (Friedman et al 1992) most women favoured routine enquiries about both physical and sexual 
abuse and believed that physicians could help with this problem. Two-thirds of a group of women 
questioned in Northern Ireland thought that doctors should ask directly about violence (McWilliams 
& McKiernan, 1993). Many women do not disclose because of shame or embarrassment rather 
than any perceived impropriety in the question. In addition it is often difficult for women whose 
coping mechanism is to minimise the nature of the abuse or to blame themselves to name their 
experience as abuse. This is particularly true in relation to emotional and sexual abuse. 

A lack of institutionalised policies to support health staff has also been highlighted as a barrier. In 
the absence of this type of support, staff may either resort to commonly held myths or stereotypes 
regarding domestic violence or maintain their reluctance to take the issue under the constraints of 
time, overwork or limited resources . A lack of knowledge of resources available for women also 
serves to inhibit the GPs willingness to broach the subject, as does a sense of powerlessness and 
inability to 'solve' the problem. Barriers to intervening in situations of domestic violence also 
include feeling "responsible" if women chose to speak about violence accompanied by a fear that 
resources would not be available if women were encouraged to take action or referred on to another 
agency (Cosgrove 1998). 

This was illustrated in a review of the effectiveness of an inter-agency approach to domestic violence 
in New York. Doctors identified their reluctance to pursue screening for domestic violence without 
both a procedural framework to guide their intervention and a relationship to other support agencies. 

"Prior to Victim Services coming here, I didn't screen every patient. I felt that if I did, I wOllld be 
opening a Pandora's box - identifYing victims who I cOllldn 't personally help and follow lip with. " 

Ganz, 1998 

The barriers to the effective development of a domestic violence response within Primary Care 
would, however, appear not to be limited to the professional and personal difficulties identified by 
GPs. There is some evidence that even in American hospitals where there are established domestic 
violence protocols and programmes of training to support these, domestic violence is still not 
detected except where recognition is inescapable . This suggests that there are further reasons for the 
difficulties in tackling the issue of domestic violence within the health care system. Cosgrove 
(1998) in a study of the development of a local inter-agency strategy on domestic violence from the 
perspective of a GP practice identified a number of organisational and structural barriers in Primary 
Care that contribute to the relatively slow primary care response to domestic violence. 

These relate to the structure of general practice where the small scale of individual practices, lack of 
management infrastructure and autonomy from wider policy imperatives all inhibit such a wide
ranging change in practice, culture and ethos. 
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2.5 Strategies for Tackling the Barriers in Primary Care 

The practice of medicine has undergone, and continues to undergo, dramatic change in recent years 
as a result of technological, social and educational forces. Rapid advances in bio-medical 
knowledge, changing expectations of doctors and the incorporation of evidence-based medicine have 
all contributed to a changing health care environment within which GPs require a life-long 
commitment to changing practice and professional development. This rapidly changing field and 
enhanced dissemination of ideas and information has led to the fragmentation of knowledge and the 
growth of the body of medical literature. As a result health professionals make use of a wide range 
of expert-based information resources that include both formal and informal sources in seeking to 
change and develop their practice. Numerous possible sources of medical information have been 
identified that are potentially relevant to doctors. These include continuing medical education 
courses, the mass media, journals, textbooks, pharmaceutical representatives, colleagues, specialists, 
and computerised databases, among others. 

A review of educational literature found comparatively few rigorous evaluations of educational 
interventions, but sufficient studies showed continuing medical education could improve clinical 
performance and patient outcomes. (Davis 1998) A wide range of interventions have been assessed 
with the most effective methods identified as learning linked to clinical practice, interactive 
educational meetings, outreach events, and strategies involving multiple educational interventions, 
for example, attendance at a course plus reminders. Less effective strategies included audit, 
feedback, local consensus processes, and the influence of opinion leaders while the least effective 
methods were also the most commonly used in general practice continuing medical education, 
namely, lecture format teaching and unsolicited printed material, including clinical guidelines. 
(Cantillon and Jones 1999) 

Three methods of supporting change and development are examined here. These are the 
introduction of a screening procedure, education and training strategies and the provision of written 
information to communicate service developments. 

2.5.1 Screening for Domestic Violence 
Screening is defined as "the presumptive identification of unrecognised disease or defect by the 
application of tests, examinations, or other procedures, which can be applied rapidly" (Commission 
on Chronic Illness 1957). In this context, it refers to determining the probability that domestic 
violence exists, identifying signs and symptoms and providing ongoing opportunities for individuals 
to voluntarily and confidentially identify themselves as victims of domestic violence. The main 
intent is prevention through early detection. In the United States where family violence has been 
identified as an epidemic both the Surgeon General and public health objectives have called for an 
organised approach to screening, treating and preventing violence. Domestic violence is proposed 
as being as common, and in some cases more prevalent, as diseases routinely screened for such as 
breast cancer, hypertension and hyperthyroidism (Poirer 1997). The rationale for routine screening 
is thus based on the high prevalence of domestic violence and its high association with an array of 
health problems but also on doctors' low level of suspicion and enquiry; women's general 
unwillingness to volunteer information and the high level of patient acceptance of direct questioning. 

Wilson & Junger (1968) formulated criteria for screening or early disease detection. These criteria 
assist in identifying conditions with suitable presymptomatic states, which are amenable to 
intervention that improves prognosis and for which there are appropriate tests that can detect the 
presymptomatic state with very high sensitivity and specificity. Domestic violence meets some of 
these principles in that the condition sought is an important health problem whose natural history is 
adequately understood. However, a reliable and useful screening process cannot be established 
without the identification of a suitable and acceptable diagnostic test. 

A variety of tools and instruments are available to screen for the extent to which domestic violence 
affects women's lives. Sherin et al (1998) designed and validated a self-completed four-item 
questionnaire for primary care that asked female patients how often their partner Hurt, Insulted, 
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Threatened or Screamed at them (HITS). They reported the HITS scale as a promising domestic 
violence mnemonic for primary care. However, the recommended screening test for domestic 
violence is a single, direct question such as "have you ever been physically or emotionally hurt by 
someone close to you?" This direct question is documented as being more effective than self-report 
and is analogous to a screening test in that it facilitates increased detection. MacFarlane (1992) 
found an increase from 8% of women who disclosed domestic violence when asked to fill out a form 
to 29% from the same sample who admitted to abuse when later questioned by a health professional. 
Norton (1995) demonstrated significant increases in the detection of domestic violence when such a 
screening tool was used compared to a routine social work interview. 

Screening has been shown to increase detection of domestic violence in a number of clinical settings. 
In Primary Care Freund et al (1996) found that the addition of a single question on domestic violence 
on an existing self-administered health history form increased identification from 0% with 
discretionary enquiry alone to 11.6%. In an Accident & Emergency setting the introduction of 
screening led to an increase from 5.6% to 30% of trauma injuries attributed to domestic violence. 
However, after a period of 7 years, at which point the screening was no longer used, detection 
dropped to 7.7% (McLeer & Anwar 1989). Norton et al (!995) reported the use of a structured 
screening tool improved the detection rate of domestic violence both before and during pregnancy. 

To be useful a screening test for domestic violence must be fully acceptable to women. Whilst there 
is evidence showing that considerable numbers of women experiencing abuse do approach their GP 
(Pahl 1995, Stanko et al 1998) the nature of domestic violence and the feelings of shame and guilt 
which victims frequently report can make voluntary disclosure difficult. Women are reluctant to 
report or disclose domestic violence for fear of their partner finding out, the associated stigma, 
difficulties in raising the subject or fear of an unsympathetic or judgmental response. They may not 
regard the General Practitioner as an appropriate source of aid beyond treating their presenting 
physical or mental symptoms or may perceive little encouragement from the doctor to raise and 
discuss this subject. However, as discussed previously, several studies have demonstrated women 
are receptive to a direct enquiry and many believe that physicians could help with this problem. 
(Friedman et al 1992, McWilliams & McKiernan, 1993) As such screening for domestic violence 
through direct questioning has face validity in that women appear to find this approach both 
appropriate and acceptable. 

Despite the growing recognition of screening as a method for accurate and appropriate identification 
of domestic violence the evidence suggests that few doctors adhere to current practice guidelines on 
screening (Freidman et aI, 1992, Parsons et aI, 1995, Rodriguez et aI, 1999). Further, although 
practice guidelines encouraging routine screening for domestic violence have been available for 
several years, a number of studies suggest it is only implemented in defined clinical circumstances. 
For example, some patients are not routinely screened for domestic violence unless they have 
physical injuries (Rodriguez et aI, 1999) or the physician already suspects abuse (Horan et al 1998). 

Rodriguez et al (! 999) identified significant differences for routine screening depending on the 
clinical situation. They surveyed 400 Primary Care physicians in California about their practices 
and perceptions regarding screening and interventions for intimate partner abuse . They found 79% 
routinely screened patients with physical injuries for abuse. However, significantly fewer screened 
during consultations with uninjured patients. Only 11 % screened during pre-natal visits, 10% with 
new patients and 9% during periodic check-ups. This reflects an awareness of abuse as a major 
cause of injury in women but the lower level of screening in other clinical settings suggests the 
physician's reliance on a profile of a 'typical' battered woman. Where the doctors understanding of 
domestic violence is limited to commonly held stereotypes such as it is a 'disease' of the poor, 
associated with alcohol or limited to physical assault then important opportunities for detection may 
be missed. 

A number of other barriers to routine questioning have been identified. These include patient
related barriers such as fear of reprisals, fear of police involvement and lack of follow-up. Barriers 
for health professionals include lack of time, lack of training, lack offollow-on resources and sense 

II 



of inefficacy. Training has been shown to positively influence screening practice (Tilden et al 
1994, Parsons et al 1995) but this has not always been made available. McLoughlin et al (1992) 
found 54% of Californian Accident & Emergency departments reported having a written policy on 
domestic violence but only 28% had ever conducted training sessions for staff. 

However, the most significant reason for the reported reluctance to screen all patients is a lack of 
scientific evidence that screening makes a difference for women's health. The US Preventative 
Services Task Force (1996) in a review of screening for family violence found insufficient evidence 
to recommend for or against specific screening for domestic violence. However, including direct 
questions about physical, emotional or sexual abuse as part of the routine history of adult patients 
was recommended on other grounds. Direct questioning as part of routine questioning was 
indicated by the substantial prevalence of undetected abuse among adult, female patients, the 
potential value of this information in determining appropriate care and the low cost and low risk of 
harm from such screening (Atkins, quoted in Cole, 1999). 

Several authors have also pointed to the need for improved institutional policies, regular in-service 
training and supportive infrastructures for intervention (McLeer et a11989, Harwell et a11998, Davis 
et al 1995). The lack of infrastructure for screening on domestic violence compares unfavourably 
with other screening tests e.g. breast and cervical cancer screening, where there is considerable 
clarity over the role of the GP and their relationship to the investigation and treatment structures 
linked to testing. 

Evaluation will be required in order to assess the long-term outcomes of screening and its impact on 
women's lives. The difficulties associated with this include women not being ready to disclose. 
Gerbert et al (1999) found that despite procedural guidelines even committed physicians had limited 
success in facilitating disclosure. Whilst this may be due in part to the nature of the screening 
"test" it may also relate to the difficulties experienced by women in admitting they are victims of 
abuse. However, rather than viewing identification as the desired outcome Gerbert et al proposed 
that compassionate asking in itself should constitute success. Warshaw and Alpert (1999) concur 
with this view arguing that the outcome of a successful encounter for the patient may be quite 
different from the doctor's view of clinical success. More work will be needed to discover what 
women find helpful and what they define as a successful, helpful interaction. 

Screening appears to minimise risks to patients while offering significant benefits in terms of 
enhanced opportunities for intervention but, because of the newness of domestic violence as a health 
issue the impact of routine screening on health or the prevention of future abuse is unknown. 
However, despite the needs for rigorous evaluation many believe that health professionals should not 
wait for results of randomised trials to begin screening in practice as sufficient evidence exists of its' 
efficacy and effectiveness (Freidman et al 1992, Cole 2000). They argue that while the 
recommendation for screening cannot yet be based on proven efficacy, the magnitude and severity of 
the problem, coupled with the feasibility of screening and the potential for meaningful intervention, 
make it an important issue in primary care. 

Survivors of domestic violence who report that the validation they received from health care 
providers' direct, indirect or tacit questioning was helpful reinforce this view. Even without direct 
identification or disclosure this gave them 'comfort', 'relief and 'started the wheels turning' towards 
changing the way they perceived their situation and moving them towards safety (Gerbert et al 
1999). Thus, routine, direct questioning about domestic violence, it is proposed will not only 
increase the chance of accurately identifying patients who have been abused but in addition doctors 
will be increasingly seen as a resource for patients should abuse arise in the future . 

2.5.2 Medical Education & Training 
Despite evidence that supports the use of training as an effective means of quality improvement in 
health care (Fihn 2000) there are a number of anxieties that relate to the difficulty in changing 
practice amongst health professionals through education and training. Interventions to improve 
professional performance are complex and while there are a wide range of educational interventions 
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available there is little systematic evaluation of the effectiveness of these. Although GPs appear to 
spend a considerable amount of time on educational activities numerous studies have pointed to the 
shortcomings of these, the limitations on the effective use of medical information and to constraints 
on the use of research evidence (Oxman et al 1995). In a review of general practice based 
educational interventions Cantillon & Jones (1999) noted a striking lack of robust evaluations and 
few evaluative studies that assessed the extent to which behavioural change was sustained. 

The need for medical education to be responsive to social problems and address such health issues as 
domestic violence, drug abuse, alcoholism, etc has also created new challenges. By their very 
nature these problems border on social, cultural and economic patterns and as such are often not 
adequately addressed within traditional clinical, research oriented teaching methods. This has led to 
calls for education and training structures which not only support professionals to solve practical 
problems and manage complex consultations but which seek to locate these interventions squarely 
within the social context of general practice. Prof. Sir Cyril Chantler in the Telford Lecture (1999) 
illustrated this when, reviewing the role and education of doctors in the delivery of health care, he 
proposed: 

" It is not in the interest of society, patients, health-care systems, or even the doctors to collIinue to 
operate as independent advisers concerned with diseases. I believe that we can serve our patients by 
participating more fully in the problems that our society faces and in the health-care systems that we 

have developed ... we need to be educatedfor this role" 

Coupled with this has been a growing recognition of the limitations of traditional didactic methods of 
delivering information (chalk & talk) within medical education (Davis et aI1999). In response new 
and innovative forms of education and training have been introduced and evaluated. Educational 
strategies such as audit and feedback are proposed as potentially worthwhile (Thompson O'Brien et 
al 2000) as, in some settings, may be the use of local opinion leaders although further research is 
required in order to identifY the exact circumstances within which these are most effective 
(Thompson O'Brien et aI2000). Reviews of effective educational methodologies in primary care 
generally support the increased adoption of iterative strategies for learning and changes in 
professional practice appear to be enhanced by interactive educational activities that encourage 
learner activity (Davis et al 1999). Combinations of educational interventions have been found to be 
better than single interventions, several authors have highlighted the importance of relating 
educational activity to the work that doctors do (Bennett et al 2000) while peer review and group 
learning models are proposed as particularly relevant in general practice settings (Cantillon and 
Jones 1999). 

a. Undergraduate Education 
Medical students, as the health professionals of the future, need to be aware of the impact of violence 
and abuse on the health and well being of patients. Undergraduate education would appear to offer a 
unique opportunity for medical students to receive a comprehensive, integrated education on their 
important role in the management of domestic violence. However, most academic and practising 
doctors have received little or no education themselves in this area. Slavin and Wilkes (1997) found 
that over 50 percent of graduating medical students in the United States rated their instruction in 
domestic violence as inadequate, compared to 5 percent who rated their education in the basic 
sciences as inadequate. Currier et al (1996) found that 87% of psychiatric residents from four U.S 
medical schools had seen at least one case of domestic violence in the previous year yet only 28% 
reported having received training in this area and 65% were unable to name a local agency for 
referral. 

In another study of primary care physicians Suggs & Inui (1992) reported that 61 % said that they had 
had no training in managing domeStic violence either as students or in continuing education while 
only 8% described their training in this area as good. Congdon (1997), in a medical student's 
perspective on education about domestic violence argued for undergraduates to be fully trained in the 
necessary knowledge, skills, and attitudes as such programmes have been shown to produce 
significant results. Ernst et al (1998) reported on the effectiveness of formal instruction about 
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domestic violence in a first-year medical school class. Improvement in awareness was demonstrated 
after 3 hours of instruction in first-year medical students whilst Short et al (1997) in an evaluation of 
a module on domestic violence at the UCLA School of Medicine reported that after training, students 
reported significant increases in their feelings of self-efficacy and in their intentions. They 
concluded that, the module seemed to be successful in inspiring medical students to work with 
victims of abuse. 

Similarly Lachapelle & Forest (1997) evaluated a baccalaureate level, mandatory course on the 
social aspects of violence against women given as part of the curriculum at the Universite du Quebec 
a Rimouski . Prior to implementation, an exploratory study was completed to determine student 
nurses' perceptions of domestic violence. The results indicated that, prior to taking the course, 
domestic violence was perceived as an individual problem. Respondents (26 female and 2 male) 
generally accepted society's prejudices of domestic violence as fact and ignored research results that 
pointed to the social realities. By the end of the course, however the respondents' knowledge of the 
social aspects of domestic violence was better integrated. The authors concluded that specific 
training on domestic violence could modify fal se perceptions and help nurses develop the necessary 
competencies to deal with these situations. 

b. Post-Graduate & Continuing Education 
The perceived lack of undergraduate education coupled with the recommendations for increased 
training for health care professionals has led to an examination of the efficacy of continuing medical 
education programmes in domestic violence. Continuing medical education is defined as 'any and 
all the ways by which doctors leam after formal completion of their training'. (Davis et al 1999) 
The results achieved by programmes developed to increase knowledge and improve attitudes and 
skills in working with victims of domestic violence have, however, been mixed. 

Varvaro & Gesmond (1997) found that staff had a positive response to training on violence against 
women. The topics that were rated as most important, relevant, and most useful in their day-to-day 
practice were the awareness of the problem, referral as intervention, documentation of abuse, and 
references/resources. Attitudes and beliefs after training suggested an increased confidence in 
abused women's ability to determine a solution to their abuse; an increased need for the assessment, 
treatment and referral of women with medical problems or injuries; and an enhanced belief that help 
should be given to women who are abused. 

Reid & Glasser (1997) surveyed a random sample of 148 primary care physicians in the mid-western 
states of the United States. They found a lack of formal education about domestic violence, 57% 
felt inadequately prepared to deal with the issue, and a high level of agreement on the need for such 
training, 96% agreed that more should be done to educate physicians about domestic violence. 
However, despite this and their finding that increased education equated with increased comfort in 
dealing with the issue nearly half of the physicians said that they would not participate in a domestic 
violence forum. 

The RADAR Training Project in Boston, USA (Harwell et al 1998) reported similar successes in 
increasing provider perceived knowledge and comfort; however, comfort decreased at follow-up. 
Additionally, the rate of screening and referrals decreased 6 months post-training. They found that 
training and support along with integrated quality assurance mechanisms might be necessary to 
sustain this effort over time. 

Similarly Kripke et al (1998) noted a significant improvement in knowledge, self-assessed skills, and 
attitudes following a workshop on domestic violence led by both health professionals and staff from 
a women's shelter. Although the full magnitude of the changes was not sustained over time, there 
was still significant improvement after 6 months in knowledge and attitude. However, these 
advances in attitudes and skills were not matched by changes in rates of detection and 
documentation. Cosgrove (1999) also found that the impact of multi-agency training was not 
discernible in the detection of abuse or in the responses of the GPs when women presented with such 
issues. Kripke et al proposed that future educational programs would need to address maintaining 
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routine screening for domestic violence in the primary care setting and to highlight more clearly the 
role of health care professionals in detection and treatment. 

c. Use of Peers and Colleagues 
Despite the evidence that suggests that the influence of opinion leaders may not be one of the most 
effective methods of improving clinical performance (Davis 1998) colleagues and local experts 
appear to contribute substantially to a trained doctor's knowledge. Becker (1970) in a study of the 
factors affecting the spread of new ideas among health professionals noted the role of informal 
communication channels while Roberts & Larson (1971) in a survey of200 mental health institutions 
reported that innovative ideas usually come from personal contact with well-informed colleagues 
who act as gatekeepers to information. Weinberg et al (1981) surveyed 69 American doctors from 
one county asking them to name the colleagues they turned to for advice about heart disease. 51 
(74%) consulted a total of23 expert doctors, logging 563 conversations per month or II per doctor. 
Strikingly, there was a core of6 'opinion leaders' who received over 90% of all inquiries. 

A number of studies have focused on the characteristics of the doctors that others seek out for advice 
and information. Often identified as 'opinion leaders' or 'educationally influential', they were early 
adopters of new techniques, stayed up-to-date on advances within their field, and disseminated 
innovations in diagnosis and treatment to their colleagues (Stross et a11983, Maxwell et al 1984). 
The influence of practice type also has received some attention. Doctors in medical schools and 
hospitals used colleagues more often than those in practices and those in group practice more often 
cited informal discussions with colleagues than their colleagues in solo practice. This is not 
particularly surprising given that colleagues are simply more available in institutional and group 
practices but has implications for communicating practice developments to those whose practice is 
isolated (Gruppen 1990). 

This particular source of information is, however, reliant on the accuracy of the information provided 
by the "opinion leader" or gatekeeper. With an issue such as domestic violence where much 
'knowledge' is often based on myths and stereotypes such accuracy may not be guaranteed. In a 
recent letter to the journal 'GP' a general practitioner, concerned at the implications of dealing pro
actively with domestic violence, expressed a view that: 

" a very loud note of caution should be sounded before anyone should advise 'asking all women 
whether they have suffered domestic violence.' ... How convinced are you that encouraging a 

woman to leave her partner and the father of her children would make her any better off?" 
Anonymous, 1999 

The publication of such a letter in a high profile publication could serve to raise awareness and 
educate but, the letter was inaccurate in a number of respects, most notably in suggesting GPs should 
encourage women to leave their husbands or partners. Encouraging women to leave has not been 
proposed as a legitimate part of the GPs role and is not supported as an intervention by any of the 
agencies working with abused women. It is a myth that women should be told to leave. This, 
along with other societal misconceptions relating to the use of alcohol, problem families and the 
cycle of violence, needs to be tackled in training. They may well be strengthened however, should 
health professionals be reliant on "opinion leaders" whose own knowledge is untested. 

An alternative to the haphazard networks of contacts that most doctors build up is provision of direct 
telephone lines to experts. In one study, when free telephone lines were provided for discussion of 
cases with faculty members half the doctors used them. (Stinson & Mueller 1980) Another 
solution may emerge from the "invisible colleges" of individuals who communicate by informal 
means such as newsletters, electronic mail, and bulletin boards. Already much used by academics 
working in areas not well served by journals these may prove valuable for linking-up experts and 
clinicians on social issues. 
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2.5.3 Publications & Written Information 
In a survey of 402 US health professionals, the knowledge source most used by doctors was printed 
paper ("the medical literature"). In the hierarchy of printed material, the doctor's own library came 
first, followed by unsolicited publications and the hospital or medical school library. Stross & 
Harlan (1981) tested how primary care doctors knew of a new hypertension management program 
reported in the literature. They found that 40% of GPs were aware of the results of the study within 
2 months of publication, with medical journals the source of information for 80% of this group and 
colleagues the source for the remaining 20%. 

Murray-Lyon (1998) in a study of how GPs in Glasgow and the West of Scotland obtained 
information on recent advances in the treatment of rheumatic diseases reported that medical journals 
were the most popular means of learning about advances and the most common source of 
information concerning new drugs. However, other studies have pointed to the shortcomings of the 
medical literature. Williamson et al (1989) interviewed 430 doctors by telephone, asking what they 
would do before adopting a medical innovation. Two-thirds reported they would discuss it with 
colleagues, but only one in six would conduct a literature search. Well over half of those 
interviewed claimed that the volume of medical literature was unmanageable. 

The most obvious disadvantage of medical journals is their number and rate of growth. The increase 
in the number of titles since 1870 has been exponential, with a doubling time averaging 19 years. 
Osiobe (1985) in a review of information resources used by health professionals described the 
proliferation of medical literature as astronomical. Bio-medical journals increased from 426 in 
1900 to 1,400 by 1950; by 1960, the number had increased to 8,000; by 1970 the number had almost 
doubled to 14,500 and at present the figure is well in excess of 20,000. Such figures make it 
impossible for academics and professionals to keep track of all relevant publications in the field and 
may leave the GP overwhelmed by the volume of information. 

In addition to the bio-medical journals there may be other sources of information which doctors need 
to access. Medical education increasingly needs to be responsive to social issues such as domestic 
violence, drug abuse, alcoholism, etc. By their very nature these problems border on social, cultural, 
economic and life style patterns and the journals which carry materials on these issues are often not 
the traditional clinical, research oriented texts with which GPs are familiar and have easy access to. 

In addition to information overload from the proliferation of medical texts, journals and books have 
further limitations in that they are not convenient to store or use in wards or consulting rooms 
making them inaccessible sources of information. The extraction of clinically relevant advice can 
sometimes be difficult. Textbooks tend to be out of date: the volumes in bookshops available today 
were written at least two years ago, possibly by authors referring back to older reviews, and many 
years may elapse before a genuine advance gains entry (Wyatt 1991). Evidence ofa lengthy gap 
between research evidence and recommendations in texts and practice guidelines exists with an 8-
year time lag identified between the appearance of proven improved procedures in research papers 
and the recommendation of these in clinical guidelines. (Grant et al 2000) 

An increasing number of commentators and researchers in the 1990s observed that the results of 
research in medicine and health care take far too long to filter through to practice. In many 
instances, proven findings of ways in which health may be improved often failed to alter the 
behaviour of clinicians. It was for this reason that a movement to achieve 'evidence based health 
care' was defined. One of the primary methods adopted to facilitate increased access to research 
findings and innovations was through the use of guidelines. However, as Hibble et al (1998) noted 
these too have become unwieldy and unmanageable. In a study of the use of guidelines they visited 
22 urban and rural general prac.tices, a sample of the 65 practices in one English authority, and asked 
them to produce copies of all guidelines retained for use. Guidelines were defined as any written 
material used by a doctor or nurse in primary care to assist decision making in relation to health care, 
excluding medical textbooks and electronic databases. 
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They found 855 different guidelines, 160 of which were more than 10 pages long including 25 
presented as booklets or large folders. About 60% of the guidelines had been produced locally, of 
which 50% had been produced by local trusts and 30% by general practitioners. The remaining 40% 
were produced nationally. The pharmaceutical industry and the local health authority each produced 
4% of the guidelines. The dates on the guidelines suggested an exponential rise in production since 
1989: eight guidelines were published in 1990, compared with 73 in 1995 and 138 in 1996. They 
identified 57 guidelines produced in the first third of 1997 alone. 

The mass of paper collected represents a large amount of information, but it is in an unmanageable 
form that does little to aid decision-making. Evidence about the nature of decision-making (Tversky 
1969, Todd and Bensabat 1992), suggests that when people are presented with more and more data 
they do not use it all, but select what they think is most relevant and ignore the rest. That is, they 
make tradeoffs between optimal decisions and the effort they can or will put in. Thus, the 
dissemination of information whether by training or written materials needs to encompass not only 
distribution but also the processes by which target groups become aware of, receive, accept and 
utilise information (Freemantle & Watt 1994). In other words, only when there is a willingness to 
adopt it can information be used. Grimshaw and Russell (1993) demonstrated this in their study of 
the relative effectiveness of different strategies used to implement clinical guidelines. They found 
that the most successful strategies involved local rather than national guideline development and 
dissemination combined with a focus on prompting (or reminding) the doctor during the 
consultation. The least effective methods were those most commonly used - namely, national 
guideline development combined with unsolicited distribution. 

Many commentators believe that the issue of making information easily accessible and usable at the 
point of clinical contact indicates an electronic medium. However, while there are obvious benefits 
in this for the storage and retrieval of information it is not readily obvious how this will assist GPs to 
attend to the substantial quantities of reading material involved. It has been calculated that in order 
to read medical advances as reported in the primary journals alone doctors require to set aside 
enough time to examine 19 articles per day, 365 days of the year (Davidoff et al 1995). This 
compares with the time available, as reported by Consultants, at under an hour per week (Sackett 
1997). Lack of time for accessing and interpreting information has been perceived as a major 
barrier to practising evidence based medicine with GPs reporting a low level of awareness of 
journals, review publications and databases (McColl et al 1998). 

2.6 Discussion 

There is a clear case for integrating a social issue such as domestic violence into general practice and 
for developing a more systematic and effective response within health services but the challenge is 
considerable. The current health service response is based on a medical model of health, largely 
limiting the management of domestic violence to the treatment of presenting injuries as neither the 
underlying factors nor secondary health problems are recognised as part of the primary care remit. 
Despite the development of guidelines the NHS response to domestic violence has been relatively 
slow to develop creating considerable tensions as well as significant personal and professional 
barriers for GPs with regard to this issue. 

There would appear to be a comprehensive range of potential sources of support for engendering 
change and development in Primary Care. Established structures exist for education and training 
and for the distribution of written information while less formal avenues of peer support and newer 
systems for screening are also available. However, it appears these are not necessarily sufficient to 
ensure new innovations are adopted and implemented. Organisational and management supports 
would seem to be important additional factors in changing behaviour, multi-faceted interventions 
appear necessary as is a pre-disposition to engage with information concerning practice 
developments. 
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The Pilot Project Study 

3.1 Design 

A pilot study was conducted of different forms of support to GPs in developing an appropriate 
response to domestic violence within Primary Care. Two intervention groups (a) screening + 
training group and (b) training only group were compared with a control group. 

Participation in the study was voluntary with GPs self-selecting. A letter was sent to all GPs in the 
Greater Glasgow area outlining the aims of the study and the commitment required from participants. 
In recognition of the training commitment (2 days) locum cover and PGEA points were made 
available to aid participation. 

3.1.1 Screening Intervention 
Screening involves directly questioning women on the existence of domestic violence in their lives 
and as such provides a means for facilitating disclosure. Studies have recommended routine 
screening of all female patients (McFarlane 1992, Norton et aI, 1995) but for GPs unfamiliar with the 
issue of domestic violence routine screening has been perceived as an uncomfortable procedure. 
Thus, it was proposed that providing an "index of suspicion" to alert them to the possibility of 
domestic violence could be more helpful and manageable than imposing routine screening for all 
female patients. 

The lack of an established, reliable screening tool on domestic violence meant that a test had to be 
devised for the purposes of the project. During the course of consultation with the participating 
GPs it became clear that they were unsure of the benefits of imposing a universal, population-based 
screening procedure. In order to respond to their concerns over safety, confidentiality and 
sensitivity a screening tool was developed which provided them with an index of suspicion. This 
was to be applied selectively with women presenting at surgery with mental health problems since 
evidence suggests they may be a high-risk group owing to the high incidence of abuse in such 
presentations. (Hillard 1985, Bergman & Brismar 1991) 

Thus, the screening tool prompted the screening + training group to adopt a pro-active approach to 
questioning on domestic violence with adult, female, mental health presentations. Furthermore, it 
was designed to be used in conjunction with the GPs knowledge of their female patients and required 
their judgement of the safety issues before raising this issue in any particular scenario. The 
screening procedure consisted of four stages. These were as follows: 

Stage I : 
Stage 2 : 
Stage 3 : 
Stage 4 : 

Interview in a quiet, private space 
Raise the issue 
Respond to her 
Provide information on sources of help and support 

Guidance was provided at each stage giving the GP general advice on their role and approach as well 
as specific examples of how to frame a direct enquiry and suggestions for their response. A copy of 
the screening tool is provided in Appendix A. 

3.1.2 Training Intervention 
Research findings have identified the important role that experienced, knowledgeable, and well
trained staff can play in delivering services for abused women (Reid & Glasser 1997,Kripke et al 
1998). Thus, it was proposed that in order to develop the GPs capacity to successfully identify and 
support victims of domestic violence training would be required. Specialised training courses were 
developed on domestic violence is~ues, particularly on how to recognise the indicators of domestic 
violence, ensure patient confidentiality, determine an appropriate set of services, and make referrals . 
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This training course, which formed the intervention phase for both the screening + training group and 
the training only group, was designed to assist GPs in understanding the nature and extent of 
domestic violence; their role in responding to abused women and to present a model of good GP 
practice which would support women in finding a solution to their problem. In addition, the 
screening + training group was introduced to the screening tool on domestic violence. Details of 
the course programmes and content are given in Appendix B. 

3.2 Process 
The process followed is described below. 

Pre-intervention Phase 
Collection of baseline data on the sample group ofGPs current attitudes, knowledge, and perceptions 
of their role and practice in relation to domestic violence through the use of questionnaires and 
interviews. Their views of the training, written information and other supports available to GPs in 
this area were also collected. 

An audit of GPs and women presenting at surgery collected data on the current detection and 
management of domestic violence within Primary Care. 

Intervention Phase 
Implementation of the intervention phase involving the provision of training to raise awareness of 
domestic violence and to address practice issues or the introduction, with training, of a selective 
screening procedure for women presenting with mental health problems. All groups, including the 
control group, had access to written material and information. 

An independent trainer who jointly developed the content, programme and materials for the training 
courses but who was solely responsible for their delivery assisted the research project worker at this 
stage. 

Post-intervention Phase 
Repeat audit of practice using audit forms to identify detection and management of domestic 
violence. Repeat interviews and survey of attitudes, knowledge and views of supports using 
questionnaires. Evaluation of the training courses and screening tool using questionnaires and 
interviews. 

3.3 Methods 
The project collected data through a range of methods. These were the use of questionnaires, 
interviews and an audit. The design of each method is described below. 

3.3.1 Survey Design 
Pre and post intervention surveys were designed to elicit information on the GPs knowledge, skills 
and practice in relation to domestic violence. A series of questions used in the Evaluation of the 
Zero Tolerance Campaign (1993) and the British Social Survey on Attitudes (1992) were used. 
These had been utilised in previous studies on the Response of Accident & Emergency Staff to 
Domestic Violence (1995) and the Castlemilk Demonstration Project on Domestic Violence 
(Cosgrove, 1999). 

The questionnaires comprised mostly open-ended questions but where participants were asked to rate 
the effectiveness of services a five-point Likert response format ranging from very effective to don't 
know was used. Negative wording was utilised in some of the questions to reduce response bias. 
The questionnaire (see Appendjx C) comprised three sections. 

Section A was designed to provide information about their current practice and knowledge in relation 
to domestic violence, including their response to domestic violence, knowledge of the nature of this 
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problem and the personal and professional barriers they face in managing this issue. The questions 
asked them to report on the following: 
• how many women experiencing domestic violence they estimate they see per month 
• their barriers in responding to domestic violence 
• the behaviour they classify as domestic violence 
• why domestic violence happens 
• the consequences for women's health 
• their response to disclosure 
• their recording of domestic violence 
• when they would suspect domestic violence where there is no disclosure 
• how often they broach the issue when they have suspicions 
• why they would not broach the issue 

Section B sought information on their knowledge and opinion of supports and services available for 
GPs in relation to domestic violence. This involved reporting on: 

• prior training received in domestic violence and its usefulness 
• prior information received and its usefulness 
• influence of prior training/information on practice 
• knowledge of support services for abused women 
• perceived effectiveness of support services 
• forms of support required by GPs 

Section C asked for information relating to their qualification and length of experience. 

The post-intervention survey followed up on current knowledge in relation to domestic violence; the 
barriers they perceive which make management difficult; their views on information provided for 
GPs on domestic violence and access to support services. (Appendix D) 

In addition the GPs from the screening + training group were asked their views on the quality and 
usefulness of the training course they attended; the impact of this on their confidence and practice; 
their views on and use of the screening tool on domestic violence and on the likely long-term impact 
of this on their practice. (Appendix E) 

The training only group also reported on the quality and usefulness of their course; the impact of this 
on their confidence and practice and their opinion of training as a means of supporting other GPs to 
identify and manage domestic violence. (Appendix F) 

3.3.2 Interviews 
Interviews were carried out with a randomly selected sub-sample of GPs at the beginning and end of 
the project. These were conducted face-to-face using a semi-structured interview schedule. A 
series of open-ended questions were used to initiate discussion and optional follow-up questions 
were used to clarify ambiguity or misunderstandings. The interviews were tape recorded and 
transcribed. A second reviewer validated the themes emerging from the interviews. 

The main issues explored in the first set of interviews (Appendix G) were as follows: 

• perceptions of the incidence and prevalence of domestic violence in the practice population 
• GPs perceived role in relation to domestic violence 
• perceptions of the barriers GP~ face in responding to this issue 
• perceptions of women's difficulties in seeking help 
• views of a pro-active approach to raising the issue 
• opinions of inter-agency work 
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• perceptions of what would improve collaboration between agencies in relation to domestic 
violence 

• awareness of local and national developments in this issue 
• perceptions of how these influence their own practice 
• views on supports required by GPs in relation to developing practice in relation to domestic 

violence 

The second set of interviews explored a number of the same issues as in the first interviews in order 
to investigate any shift in attitudes and knowledge (Appendix H). Additional questions were asked 
in the second set of interviews in order to explore the use of the screening tool on domestic violence 
and to gather feedback on the training courses. These were as follows: 

• response to the training course 
• perceptions of its influence on practice 
• reported use of the screening tool 
• difficulties encountered 
• women's response to a pro-active enquiry on this issue 
• perceptions of the sustainability of the use of the screening tool 
• opinions of written information distributed by the Royal College of General Practice 
• views of how to progress the work in Primary Care 

3.3.3 Audit Design 
An audit was conducted to collect infonnation on the prevalence and management of domestic 
violence in women presenting to their GP during both the pre and post intervention period. A two
part audit form was used. This had been piloted and used successfully in earlier work in Primary 
Care (Cosgrove, 1999) thus validating it. This prior audit had identified the need for a large data 
sample owing to the available evidence on the prevalence of domestic violence and its detection in 
primary care that suggests that GPs underestimate the scale of the problem and have difficulty in 
identifying emotional or sexual abuse. (Richardson & Federl996, Pahl 1985, McWilliams & 
McKiernan 1993) However, as they had also recognised a tailing-off in the collection of data over a 
four-week period the decision was taken to have a shorter data collection period of two weeks. 

The two-part audit form was to be completed for all women over the age of 16 who were seen by a 
GP over this period either for a scheduled appointment, as an emergency or in a home visit. 

The first part of the form requested details on the date of birth and ethnicity of the patient, along with 
her initials, date of appointment, and the doctor attended. This was completed by the reception staff 
prior to the women's consultation and was included in her case notes. The woman's date of birth and 
initials allowed for the identification of repeat presentations during the audit period but this was not 
sufficient information to identify patients, thus enabling the audit to be carried out without breaching 
patient confidentiality. (Appendix J) 

The second part was completed by the GP (Appendix J). They were asked to record: 

• the woman's presenting problem and GP's subsequent diagnosis 
• whether the woman disclosed domestic violence, and if so, the nature of this abuse 
• what action was taken by herlhim following disclosure 
• where abuse was not disclosed, was domestic violence suspected 
• if suspected, was this broached with the patient and what action, if any, was taken as a result 

Responses on the presenting problems and GPs' diagnoses were coded under the following 
categories: infection, chronic disease, mental health, reproductive health, and non-specific 
complaints. Each category was broken down further to include the most common problems with 
which women present to general practice. (RCGP Surveys 1996) 
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The post-intervention audit used the same audit form for both the training and control groups in 
order to gather information for comparison on their detection and management of domestic violence 
following the intervention phase. However, the audit form was amended for the screening + 
training group in order to record their use of the screening tool on domestic violence in addition to 
the detection and management information previously collected. (Appendix K) 

The GPs in the screening + training group were asked to record the following additional details for 
each mental health presentation: 

• whether the mental health screening tool was used 
• whether this revealed domestic violence 
• what action was taken as a result 

3.4 Timetable 

The project was designed to be completed within a twelve-month period. However, it did not 
proceed as originally anticipated owing to a significant delay at the beginning of the proposed 
timescale. This was due to the majorre-structuring of Primary Care that occurred in March/April 
19991eading to the creation and implementation of Local Health Care Co-operatives. Given the 
demands this placed on GPs time and energies during the first half of 1999 it was decided to delay 
the research until later in the year. Appendix L provides details of the timetable followed. 

3.5 Reporting 

The qualitative data collected was analysed using qualitative methodology and interpretative 
processes. Quantitative data was analysed using the SPSS statistical package. 

The results are reported as one group owing to the small sample size but where differences were 
detected between groups these have been identified. 
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Results 

4.1 Recruitment of GPs 

Recruihnent was slow with only a small number of GPs agreeing to participate in the study. 
The study began with 21 participants: 20 GPs who had volunteered for the project and I who 
was invited. However, three subsequently withdrew, two whose names had been submitted 
in error and one for health reasons, leaving 18 to complete the study. As with all studies of 
this nature there was a bias inherent in the sample as all the participating GPs were 
sympathetic to the aims of the study and had an interest in developing their practice in 
relation to domestic violence. 

The 18 participating GPs came from II practices in Greater Glasgow: 9 were from 8 
practices in the North sector and 9 from 3 practices in the South (Figure I). Most were part
time with only 4 working 9 or 10 sessions per week. 

Fig.l Practice Locations of Participating GPs 

Location NoofGPs Location No ofGPs 
Pollok 3.5 Maryhill 1 
Govan 3.5 Woodside I 
Williamwood 2 Lennoxtown I 
Camtyne 2 Shettleston I 
Springbum 1.5 Townhead 0.5 
Milton I - -

Their length of time in their current post at the beginning of the study ranged from 2 months 
to over 25 years, with most (8) having been in post for 10 - 14 years (Figure 2). 

Fig.2 Length of Time in Current Post 

Time (years) Frequency Percentage 
0-4 5 27.8 
5-9 I 5.6 

10 - 14 8 44.4 
15 - 19 I 5.6 
20 - 24 2 11.1 
>25 I 5.6 
Total 18 100% 

Most GPs were aged 40-49 (10,55.6%) and qualified in the 1970's (7, 38.8%), 4 were aged 
30-39 (22.2%), 3 (16.7%) were aged 50-59 and I was aged 60-69. However only 2 (11.1%) 
qualified in the 1960's, the remainder graduating in the 70 's (7, 38.9%), 80's (8, 44.4%) or the 
90's (I, 5.6%). 

Overall, the participants could be described as experienced practitioners who had an interest 
in developing or exploring their practice in relation to domestic violence. 

4.2 Allocation to Intervention & Control Groups 

Allocation to the 2 intervention groups or the control group (Figure 3) was stratified on the 
basis of sex, GP practice population size and neighbourhood type (Carstairs & Morris, 1987) 
in which the practice was located. In addition, partners from the same practice were 
allocated to different intervention groups in order to avoid placing too great a demand on any 
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one practice during the intervention period. Both where the GPs worked, in tenns of 
practice size, location and neighbourhood type, and the women who presented during the 
data collection periods appeared to be generally representative of the Glasgow population. 

Fig.3 Allocation to Intervention Groups 

Group Sex ofGP Practice Size Neighbourhood Total 
Type 

Male Female a* b* c* 112 3/4/5 617 
Screening 2 5 I 3 3 I I 5 7 
Training I 4 I 4 - - - 5 5 
Control 2 4 I 2 3 I I 4 6 

• a = 0 -700 b = 701 - 1,400 c = 1,400 and over 

4.3 Results of the Pre-intervention Survey of GPs Knowledge, Skills and Practice 

4.3.1 Current Knowledge of the Nature of Domestic Violence and its Impact on 
Primary Care 

The pre-intervention responses to questions on knowledge and experience of working with 
domestic violence demonstrated a wide range of views, attitudes and responses to this issue. 
Whilst most recognised they were currently working with abused women GPs knowledge of 
the issue and confidence in their ability to appropriately manage it varied considerably. 

All 18 GPs returned the questionnaires, 4 were completed whilst 14 were partially completed. 
The presentation of the results shows where responses were missing. 

Most GPs thought that they encountered domestic violence 1-3 times per month (8). 
However, 3 thought it presented less than that whilst others felt it was much more frequent. 
Some GPs thought they saw 4-6,7-9 or more than 10 women in a month (1,1,1). 2 GPs 
didn't know how often the problem presented. 2 cases were missing. 

When asked if they thought there were barriers for GPs in responding to domestic violence 
13 thought that there were whilst 4 said there were none. I case was missing. A range of 
barriers was identified (Figure 4). I GP identified 4 different barriers but most reported I or 
2. I case was missing. 

Fig.4 Barriers to Responding to Domestic Violence 

Barrier Frequency 
lack oftime 4 
duty to or contact with partner 7 
lack of knowledge 1 
don't want to intrude I 
lack of disclosure by patient I 
patients refusal to act 2 
lack of recognition of indicators 2 
unsure of correct management I 
powerlessness I 
lack of knowledge of Teferral agencies I 
concerns Te: confidentiality 2 
lack of support services I 
lack of immediately available services I 
complexity of co-morbidity I 
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Contact with the abusive partner was the most frequently reported barrier (7). Lack of time 
was also reported (4) as was concerns about confidentiality (2), the patient's refusal to act (2) 
and GP's failure to recognise indicators of domestic violence (2). 

4.3.2 Classification of Domestic Violence 
GPs were asked to consider a list of 8 forms of violent behaviour and to indicate which they 
thought constituted domestic violence. These 8 behaviours included examples of physical, 
emotional and sexual abuse. 

There was a high level of agreement on which behaviours constituted domestic violence 
(Figure 5). All GPs agreed that the physical forms of abuse, slapping, punching or kicking, 
were domestic violence but, some did not agree that all of the emotional (2 or 3) or sexual (1) 
behaviours proposed were also abusive. 3 GPs did not agree that telling a woman where she 
could or could not go was domestic violence and 2 did not agree that ridiculing, keeping her 
short of money or refusing access to family and friends were abusive. Only I GP felt that it 
was not domestic violence to insist on sex when she doesn't want it. 

Fig.S Classification of Domestic Violence 

Behaviour Frequency Percentage 
Occasional Slap 18 100 
Telline: a woman where she can and cannot e:o IS 83.3 
Punchin" and Kickine: 18 100 
Ridiculin" 16 88.9 
Insisting on sex when she doesn't want it 17 94.4 
Keeping her short of money 16 88.9 
Refusine: access to family and friends 16 88.9 

4.3.3 Reasons for Domestic Violence 
There was far greater variation in the responses given to a question on why domestic violence 
happens (Figure 6). I GP gave no reasons whilst another gave 6. Most gave 1 - 3 reasons 
(12,66.7%). 

Fig.6 Reasons for Domestic Violence 

Reason Frequency 
control I 
poor communication between partners 1 
abusers inadequate personality I 
violent society I 
mental illness I 
poor an"er manae:ement I 
lack of family support I 
lack of knowledge of how to get help I 
no reason given I 
povertY/deprivation 2 
women viewed as inferior 2 
men's insecurity 2 
men's selfishness 2 
relationship breakdown 2 
abuse of power . 3 
women's low self-esteem 3 
alcohol 6 
cvcle of abusellearned behaviour 10 
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The most frequently proposed reasons for why domestic violence happens were learned 
behaviour (10) and alcohol (6). These explanations propose a direct causal link between 
individual pathology and violent behaviour and as such derive from an understanding of 
domestic violence as a consequence of the aberrant behaviour of specific individuals. There 
is little evidence to support a model of individual pathology but nevertheless the GPs 
responses also included other frequently encountered individual explanations for domestic 
violence such as mental illness, poor anger management and women's low self-esteem. (I, I 
and 3 respectively). 

Overall, 2 reasons identified socio-structural factors (poverty/deprivation, violent society), 3 
(abuse of power, control, women viewed as inferior) represented a feminist analysis of abuse 
whilst the majority of responses (II) focused on individual pathology e.g. poor 
communication, men's selfishness, poor anger management, women's low self-esteem. 

There was a similar range of responses to a question on the health consequences of domestic 
violence. I GP did not respond to this question and of the 17 who did 5 identified I 
consequence while I GP gave 8. 

Some GPs gave very general responses describing the health consequences as being 'poor', 
'bad' or 'dire' whilst others identified very specific physical and mental health conditions 
which they associated with domestic violence. No GP identified any positive health 
outcomes arising from domestic violence and all that responded (17) were agreed that it's 
impact on physical or mental health was deleterious (Figure 7). 

Fig. 7 Health Consequences of Domestic Violence 

Frequency 
General Health ConseQuences 
poor health 6 
potentially life threatening I 

Mental Health ConseQuences 
Door mental health 6 
poor emotional health 4 
psychiatric problems 2 
low self-esteem 7 
deoression 3 
anxiety 3 
feelings of fear and guilt I 

Phvsical Health ConseQuences 
I Door physical health 8 

fractures I 
insomnia I 
burns I 
headaches I 

Other 
freauent presentation at GP 2 
difficulty coping with children etc. 2 
missing I 
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Most GPs identified negative consequences for the woman's physical wel1-being but these 
tended to be described in general terms such as poor or bad physical health. They were 
more likely to identify specific conditions when describing the impact on her mental health. 
In addition to the 12 reports of poor mental health, poor emotional health and psychiatric 
problems a number of specific conditions such as low self-esteem (7), depression (3), anxiety 
(3) and feelings offear and guilt (I) were also reported as health consequences 

As wel1 as the consequences of domestic violence for a woman's physical and mental health 
some GPs also recognised the potential impact on her behaviour. Although not general1y 
recognised as health consequences frequent presentation at surgery and difficulties in coping 
generally or with children were identified as possible indicators or consequences of her 
experience of domestic violence. 

4.3.4 Current Practice in Relation to Domestic Violence 
Participants were asked about how they currently responded to women who disclosed 
domestic violence during a consultation (Figure 8). With the exception of I GP who 
reported that it had been so long since anyone had disclosed domestic violence that he 
couldn't remember how he had responded all were able to report on their existing practice. 

The most frequently reported responses were that GPs would listen sympathetically to the 
woman and discuss the situation with her. GPs also reported that they were supportive of 
the woman and that they would advise her of her options. Fewer GPs reported that they 
would provide information, refer on to other agencies or discuss safety. 3 described their 
response in terms of helping the woman to understand her situation and identify her needs 
whilst I reported each of liaison with the health visitor, recording injuries and discussing 
children. 

Fil:.8 Current Response to the Disclosure of Domestic Violence 

Response Frequency 
discuss 8 
listen sympathetically 8 
support 6 
advise on options 6 
give information 3 
refer to other agencies 3 
discuss her safety 3 
help her understand her situation 2 
identify her needs 2 
record any iniuries 1 
discuss children I 
liase with health visitor I 
can't remember I 

GPs were then asked if they recorded these disclosures and, if so, how. 14 said that they 
did, 3 said sometimes while I response was missing . A further examination of those who 
reported that they sometimes recorded the disclosure revealed that they would not record this 
if the patient asked them not to or if they felt the issue was 'too confidential' for the case 
notes. While it is unclear what might be meant by 'too confidential', the sensitivity to the 
safety issues implied in these comments could indicate a quite sophisticated understanding of 
the women's fear of retributio'l should it be discovered that she is in the process of seeking 
and acting upon help. 

There was varying degrees of detail given in the reports of how domestic violence is 
recorded. 17 GPs indicated that they recorded this in the case notes, I case was missing. 
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Of these, 5 gave no further information but 10 reported that they would record both the 
woman's injuries and the details of the abuse she disclosed. 2 GPs noted that they would 
only record her injuries. 

Given the prevalence of domestic violence and the difficulties associated with disclosure it is 
likely that GPs have within their current caseload women who experience domestic violence 
but who have yet to disclose this. In view of this, GPs were asked to report on what would 
make them suspect domestic violence where the woman had not disclosed (Figure 9) and 
whether or not they would act on these suspicions and broach this issue with her (Figure 10). 

Fig. 9 Indicators of Domestic Violence 

Indicator Frequency 
presents with depression/anxiety 9 
unexplained physical iniuries or psychological distress 9 
frequent presentation at surgery 6 
physical injuries e.g. bruising, soft tissue damage 6 
injuries inconsistent with explanation offered 3 
fearfulness 2 
refuses examination 2 
children withdrawn 2 
woman not coping 2 
woman's low self-esteem I 
presence of alcohol problem in patient I 
partner always accompanies woman I 
previous attendance at A&E I 
refusal to discuss home/family situation I 
knowledge of partner I 

All the participating GPs were able to identify at least two indicators that would lead them to 
suspect that domestic violence was an issue for a woman patient. The presence of highly 
associated medical conditions such as depression, anxiety, bruising, soft tissue damage etc. 
were the most frequently reported indicators but some GPs also identified less commonly 
associated conditions such as the use of alcohol as a coping strategy, low self-esteem or an 
inability to cope. As with the earlier identification of health consequences mental health 
figured highly in the reported indicators of domestic violence. 

A number of indicators in the woman's behaviour were also noted. These included frequent 
presentation at surgery, refusal of physical examination, fearfulness, attendance at Accident 
& Emergency and refusing to discuss the family/home situation. A few participants also 
noted how the behaviour of others could raise suspicions. For example, ifher children were 
withdrawn, they had prior knowledge of the partner's behaviour or ifhe was unwilling to 
leave her alone with the GP. 

However, it was not only the presence of a medical condition or behaviour trait that could 
alert GPs to the possibility of domestic violence. Half of the sample reported that they were 
also suspicious in the absence of a consistent explanation for physical injuries or 
psychological distress. 

When asked how often they would act on these suspicions and raise the issue with the woman 
concerned GPs gave a range of responses (Figure 10). Most (II) reported that they 
sometimes broached the subject, 4 that they frequently did whilst only 3 said always (I was 
missing). 
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Fig. 10 Frequencv of Raising the Issue when Domestic Violence Suspected 

Do you raise the issue: Frequency Percentage 
never - -
sometimes \0 55.6 
frequently 4 22.2 
always 3 16.7 
missing I 5.6 
Total 18 100% 

In order to better understand these responses the 15 GPs who did not always raise the issue 
were asked to identify the two main reasons why not from a closed list (Figure 11). 

Fig. 11 GPs Reasons for Not Alwavs Broaching the Issue of Domestic Violence 

Reasons Frequency Percentage 
abuser is also your patient 2 6.7 
not your role to discuss this - -
afraid patient will be offended 4 13.3 
for woman to discuss if she wants 7 23.3 
lack of time 6 20.0 
not well enough informed 5 16.7 
other 3 10.0 
missing 2 10.0 
Total 30 100 

The other reasons given were: 
new to practice, therefore not adequate rapport in some cases 

• fear of opening a can of wormS and not knowing how to deal with it (but hopefully that 
• may not have sufficient rapport with patient and may invite her to return 

not really tuned in to this issue except for asking depressed patients about marital 
problems 

Most of the GPs surveyed recognised that they were currently working with a number of 
women who experience domestic violence and were clear that they had a role in responding 
to this. Their role included counselling, support, information and documentation. There 
were, however, barriers to responding to domestic violence and while some of these were 
organisational e.g. lack of time, others reflected a lack of knowledge of the issue or 
confidence in their ability to appropriately manage the problem. 

These barriers were also noted as inhibiting factors in raising the issue of domestic violence 
where there were indicators but no disclosure. However, all but 1 GP indicated a 
willingness to broach the subject with women on at least some occasions and a wide range of 
indicators was identified. Mental health presentations featured highly in these indicators. 
Rapport with the patient appeared key to pro-actively raising the issue with a fear of 
offending or intruding cited as a major difficulty. 

4.3.5 Knowledge of Supports and Services Available to GPs in Relation to the 
Management of Domestic Violence 

The intervention phase of this research examined three methods of supporting GPs -
screening tools, training and information. Thus, the participants were asked to report on 
their prior training, use of information and any impact they felt this had had on their practice. 
Only 2 had received any prior training in domestic violence. Both reported that they found 
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the training course useful. A higher number (7) reported having received infonnation on 
domestic violence (Figure 12). Of these 3 found the infonnation assisted them in responding 
to women who were experiencing domestic violence but 5 thought that it didn't help. 3 of 
the GPs who had received infonnation were unable to identify its source. 

Fig. 12 Information Received on Domestic Violence 

Type Frequency Percentage 
None 5 27.8 
Women ' s Aid I 5.6 
Zero Tolerance 2 11.1 
Talk from Women's Aid I 5.6 
Unidentified Leaflet 3 16.7 
Don't Know 1 5.6 
Missing 5 27.8 
Total 18 100% 

A high number ofGPs (10) had either not received any infonnation on domestic violence (5) 
or did not reported receiving any (5). 

Fig. l3 Influence of Trainingllnformation on Practice 

How did training/info affect the Frequency Percentage 
likelihood of raising this issue 
More likely 2 11.1 
No difference 5 27.8 
N/A 5 27.8 
Missing 6 33.3 
Total 18 100% 

Of the 9 GPs who had either received training or infonnation only 2 reported that this made 
them more likely to raise the issue of domestic violence with a woman (Figure 13). GPs 
were more likely to report that this had made no difference to their practice or to leave this 
judgement blank indicating that this had had little if any impact on practice. 

4.3.6 Knowledge of the Wider Network of Support Services for Abused Women 
GPs reported using a wide network of other services to support abused women. The most 
frequently reported service was Women's Aid (16) but social work (10), drug and alcohol 
projects (10), the police (12) and solicitors (9) were also highly used. CPNs (7), housing (5) 
and other local projects e.g. mental health projects (3) were less frequently reported. 

GPs assessment of the usefulness of these services varied considerably (Figure 14). The 
most frequent response (66,45.8%) was that they didn't know how effective a service was. 
This was reinforced by comments that described dissatisfaction with the lack of feedback that 
they received on the work and results of other agencies. 

Services were rarely rated as being very effective (6, 4.1%) with only Women's Aid receiving 
this rating from more than 1 GP. A number ofGPs found services fairly effective (34, 
23.6%) but others were not satisfied (12, 8.3%) or thought that they were not very effective 
(13,9%). 
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Fig. 14 Perceived Effectiveness of Support Services for Abused Women 

Service Very fairly not very poor don't missing Total 
Effective effective effective know 

Police I 5 I 3 8 - 18 

Social - 3 2 4 9 - 18 
Work 
Housing - 3 3 4 7 I 18 

Women's 4 7 - - 6 I 18 
Aid 
Solicitor - 4 3 - 10 I 18 

CPN - 6 2 I 7 2 18 

Drug! I 5 2 - 9 I 18 
Alcohol 
Project 
Other local - I - - 10 7 18 
project 

TOTAL 6 34 13 12 66 13 144 
(%) (4.1) (23.4) (9) (8.3) (45.8) (9) 

4.3.7 Other Forms of Support 
Participants were given the opportunity to comment on any other forms of support they 
would like for GPs in relation to domestic violence (Figure 15). II made no comments. The 
7 comments made all concerned the provision of and access to services that provide support 
for abused women or that assist GPs who work with abused women. 

Fig. 15 GPs Comments on Supports They Would Like 

Comments Frequency 
more information on resources/services 2 
more specific services available I 
more local services I 
feedback on services I 
named workers identified in other agencies I 
central contact for GPs to discuss individual cases I 
no comments II 

In the final section of the questionnaire there was space for GPs to make any other comments 
they wished. Most (16) made no comments but those who did (2) noted the problems oflack 
of time as being key to the management of this problem; the under-resourcing of support 
services for abused women and how women's fear of social work created a further barrier for 
them. 

4.4 Results of the Post Intervention Survey of GP's Knowledge, Skills and Practice 

4.4.1 Current Knowledge of the Nature of Domestic Violence and its Impact on 
Primary Care 

The same 18 GPs participated in the post-intervention survey of attitudes, knowledge and 
practice. All 18 questionnaires were returned, 8 were partially completed. 
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All the participating GPs were asked to respond to a number of questions designed to elicit 
information on their knowledge of domestic violence and its impact on women's health. As 
before, they were initially asked to indicate which behaviours from a closed list of examples 
of physical, emotional and sexual abuse they personally thought constituted domestic 
violence (Figure 16). 

Fig. 16 Tvpes of Violence Considered Domestic Violence 

Behaviour 
occasional slap 
telling where she can/cannot go 

I punching & kicking 
I pushing 
ridiculing 
insisting on sex 
keeping her short of money 
refusing access to family/friends 

• other 
• any method of control 
threats 

Frequency 
18 
16 
18 
18 
16 
18 
17 
17 
2 

There was agreement that all examples of physical violence constituted domestic violence 
(18), but differences on whether some examples of con troVe motional abuse were e.g. keeping 
her short of money (17), telling her where she can/cannot go (16), refusing access to 
family/friends (17), and ridiculing (16) . In both the pre and post-intervention surveys 
members of the control group held the divergent views. All GPs in the screening + training 
and the training only groups were agreed that the 8 listed behaviours were abusive and 
constituted domestic violence 

The participants were then asked to indicate why they thought domestic violence happens 
(Figure 17). Learned behaviour and alcohol were again the most common reasons identified, 
although 2 GPs did note that alcohol was not always present and that domestic violence could 
occur in relationships where there was no problem drinking. As with the pre-intervention 
survey many of the reasons put forward concerned individual pathology e.g. poor anger 
management, selfishness, abusers inadequate personality etc. There was however, a shift in 
the perceived importance of structural or societal factors in the groups that had training. 

Fig. 17 Reasons for Domestic Violence 

Reason Frequency 
I poor anger management 1 
bullying/aggressive behaviour 1 
relationship breakdown 1 
women's lack of support options 1 
selfishness 1 

I poor communication 1 
I poverty/deprivation 2 
don't know 2 
abusers inadequate personality 2 
variety of complex reasons 3 
control 

, 
3 

societal expectations re: women 5 
alcohol 5 
learned behaviour 6 
Total 34 
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Next to individual explanations in alcohol and learned behaviour the most important reason 
put forward (5) related to a femini st analysis of abuse. This was expressed as societal 
expectations; the prevailing attitudes towards women and the cultural acceptance of domestic 
violence. GPs noted a wide range of role models from parents and past experience to the 
prevailing attitudes in the wider community. A further 2 reasons also identified factors 
relating to a femini st analysis (control, women's lack of options), socio-structural factors 
were reported (poverty/deprivation) but as before the most frequently proposed reasons 
related to individual pathology (aggressiveness, selfishness, inadequate personality etc). 
However, in the post-intervention survey a number of GPs indicated that the reasons for 
domestic violence were complex. 

When asked to describe the consequences for women's health there was general agreement 
that these were adverse; although I GP noted they were variable (Figure 18). It was not 
apparent from this whether there are a number of different health consequences arising from 
domestic violence or whether these could potentially be adverse or beneficial results. 

Fig. 18 Consequences for Women's Health 

Health Consequences Frequency 
physical iniury/poor phvsical health 10 
Mental Health Consequences 
poor mental health 7 
depression 7 
low self esteem 5 
anxiety 4 
poor emotional health 2 
psychiatric problems I 
isolation I 
feelings of guilt and fear I 
alcohol addiction I 
eating disorders I 
Other 
frequent presentation at GP I 
variable I 

Most GPs described the health sequelae in broad terms e.g. 'significant psychiatric morbidity 
and physical morbidity' rather than identifying specific conditions such as depression, injury 
etc. As before, physical injury (10), poor mental health (7) and depression were most 
frequently identified and all groups gave more thorough descriptions of the mental rather 
than physical health implications. 

4.4.2 Barriers for GPs in Responding to Domestic Violence 
The control group (6) were asked to identify their barriers to responding to domestic violence 
(Figure 19). 5 said there were barriers, I said there weren't any. The barriers identified were 
as follows: 

Fig. 19 Barriers to Responding to Domestic Violence 

Barrier Frequency 
lack of time 2 
unsure of con;ect management 2 
lack of disclosure by patient 3 
lack of services to refer on to I 
concerns re: confidentiality I 
duty to or contact with partner 1 
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The most frequently reported barrier was the woman's reluctance to disclose abuse. This was 
seen as frustrating GPs in their attempt to respond to the problem. Organisational issues such 
as lack of time, lack of support services for women and a dilemma arising from the GPs duty 
to or contact with the abusive partner were also noted. However, 2 GPs also felt that their 
own lack of knowledge, training or confidence in managing domestic violence created a 
difficulty. 

The screening + training and training only groups were asked to judge how far the training 
course had helped them to tackle the barriers they previously identified. These questions 
were relevant to a total of 12 GPs. Of these II felt that the training had helped them with 
their barriers whilst I didn't know. The barriers that were addressed are identified in Figure 
20. 

Fig. 20 Barriers Addressed bv Training 

Barrier Frequency 
don't know how to raise issue 9 
lack of recognition of indicators 2 
lack of knowledge of agencies to refer on to 3 
lack of knowledge of problem I 
unsure of correct management I 

I patients refusal to act I 
domestic violence not GPs role I 

GPs identified training as having given them an effective means of raising the issue with 
women whom they suspected were experiencing domestic violence. The other barriers 
influenced by the course mainly related to their knowledge of the GPs role and management 
of the problem but I reported that the training had helped her understand women's refusal to 
act. This, in tum, had helped her to see her intervention differently and to reassess its 
usefulness. She now did not view the refusal to take action as a barrier but as an expected 
part of the process of seeking help with this problem. 

GPs were then asked which barriers could not be addressed by a training course. 6 GPs felt 
that all barriers could be overcome by training but 2 felt that lack of time remained a 
hindrance. 3 cases were missing and I GP didn't know. 

4.4.3 Action Where Domestic Violence Suspected 
In this section of the questionnaire the group was asked to report on their response when 
domestic violence was suspected. Specifically, infonnation was elicited on how pro-active 
they were in broaching the subject, the barriers they encountered in doing so, the influence 
training had had on these and the reaction of their female patients to an enquiry on domestic 
violence. 

The control group indicated how often they would raise this issue when they suspected it was 
present. Most reported that they sometimes raised the issue. There was no change in their 
responses from the pre-intervention survey. 

The screening + training and training only groups had previously reported that they would 
always (2), frequently (3) or sometimes (6) raise the issue. I case was missing. In the post
intervention survey they were asked to indicate whether, as a result of the training course, 
they were now more or less likely to raise this issue. All reported a positive impact on their 
practice with most (9) being a lot more likely and 3 a bit more likely to raise the issue when 
they suspect domestic violence is present. 

No GP indicated that the training course had further inhibited them from tackling the issue of 
domestic violence . 
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All three groups (18) reponed on the reasons why, if they did not always raise the issue, that 
they would not do so (Figure 21). 

Fig. 21 Barriers to Raising the Issue 

Barrier Frequency 
lack of time 8 
fear of offending/damaging relationship with patient 6 
women not open to Question 5 
pannerpresent 4 
not sure if domestic violence 2 
no point, she will only deny I 
Total 26 

The most frequently reported barrier was 'lack of time' (8) with fear of offending or of 
damaging the relationship with the patient the next most common (6). These were consistent 
with the responses in the pre-intervention survey. The perception that the woman may not 
be open to the question (5) was also highly reported, as was the presence in the consultation 
of the abusive panner (4). 

There were, however, barriers to responding to domestic violence and while some of these 
were organisational others reflected a lack of knowledge of the issue or confidence in their 
ability to appropriately manage the problem. Training, however, appeared to have addressed 
these through providing GPs with an effective means of raising the issue and by positively 
influencing their knowledge and understanding of their role. This was reflected in the 
reponed positive impact on practice with most being a lot more likely following training to 
raise the issue when they suspect domestic violence is present. 

There was no indication that any GP would not raise the issue. There was, however, some 
variation in the responses to this question from women as reported by the GPs (Figure 22). 

Fig. 22 Women's Response to an Enquiry about Domestic Violence 

Response FreQuencv 
I positive 6 
no problems I 
varied 6 
declines services I 
denial 2 
too little experience to report 2 
Total 18 

Most felt that women responded positively to the enquiry (6). The responses could, though, 
be varied: some welcomed an enquiry or were relieved while others could be evasive, guilty 
or tearful. However, no GP reported an angry, offended or indignant reaction. Women may 
have been evasive, uncomfortable or unwilling to discuss the issue but there was only I case 
where the GP reported a fear that the women had not returned as a result of the enquiry. 

Thus, while the fear of offending or of damaging their relationship with a woman persisted as 
a significant inhibiting factor the reports of women's responses to an enquiry on domestic 
violence did not seem to bear out these concerns. It would appear that women are receptive 
to a GP raising this issue but in spite of this the GP continues to perceive broaching this issue 
as potentially intrusive. 
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4.4.4 Feedback on the Quality and Impact of the Training Course 
The screening + training and training only groups (12) rated their courses in terms of interest 
(Figure 23), usefulness (Figure 24), impact on confidence (Figure 25) and skills in managing 
the problem (Figure 26). 

Fig. 23 Training Course: Assessment ofInterest 

Rating of Interest Frequency 
very interesting 8 
interesting 4 
neither 0 
not very interesting 0 
not at all interesting 0 
Total 12 

The course rated highly with all participants finding it either interesting or very interesting. 

Fig. 24 Training Course: Assessment of Usefulness 

Rating of Usefulness Frequency 
very useful 8 
useful 4 
neither 0 
not very useful 0 
not at all useful 0 
Total 12 

Again the course rated highly with all GPs indicating that the course had either been useful or 
very useful. In the later comments section one GP from the screening + training group 
described the course as being very good. 

Fig. 25 Training Course: Impact on Responding to Disclosure 

Rating of Confidence Frequency 
much more confident 4 
a bit more confident 8 
no change 0 
a bit less confident 0 
a lot less confident 0 
Total 12 

All the participants reported a positive impact on their confidence in responding to women 
disclosing domestic violence. Most (8) were a bit more confident while others (4) reported 
being much more confident. 

Fig. 26 Training Course: Impact on Skills in Dealing with Domestic Violence 

Ratin\! of Skills Frequency 
much more skilled 4 
a bit more skilled 8 
no change 0 
a bit less skilled 0 
a lot less skilled 0 
Total 12 
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As with their confidence all felt that they were more skilled in dealing with domestic 
violence. The same 8 were a bit more skilled while 4 felt much more skilled . 

Overall, feedback from GPs participating in the training courses was positive . All found the 
courses both useful and interesting. They reported being more confident and skilled 
following the course and were able to identifY a number of ways in which these changes had 
shown up in their practice. 

4.4.5 Impact on Practice 
All 12 GPs from the training only and screening + training groups could identifY at least one 
way in which the training course had influenced them in their consultations with women. 
Further 8 GPs could identifY more than one change with 2 of them noting 3 ways the training 
had shown up in their practice. Figure 27 below gives details of these . 

Fig. 27 Impact of Training on Practice 

Frequency 
raised index of suspicion 7 
more aware of issues 2 
better knowledge of support services 3 
increased confidence 3 
better able to identify woman's needs I 
can advise better on options I 
ask more often I 
feel more able to act on indicators 2 

Most of the examples reflected perceived increases in skills and confidence. The most 
frequently identified impact on practice, however, was a raised index of suspicion. The 
screening + training group were provided with an index of suspicion by the introduction of a 
selective screening procedure and the responses to the survey demonstrate that this appeared 
to raise their awareness of the possibility of domestic violence. 

4.4.6 Sustained Impact on Practice 
When asked if they felt these changes would be sustained over the long-term all but I were 
positive in reply. She felt that the reality of Primary Care was that there were many issues 
competing for time and attention and that it was likely that her raised awareness of domestic 
violence would decline as other conditions, issues and problems were presented and 
promoted. 

Most GPs (10) were hopeful that the changes could be sustained and be integrated within 
existing practice. This issue was further explored within the interviews conducted with a 
sample of participants in order to better understand what would assist sustainability. 

4.4.7 Feedback on the Use of the Screening Tool on Domestic Violence 
The 7 GPs from the screening + training group were surveyed on their use of the screening 
tool. They were first asked for feedback on how often they asked women presenting with 
mental health problems if they were experiencing domestic violence (Figure 28). 

In order to ensure the woman's safety and to respond to her fears about confidentiality the 
screening procedure was not to be followed if she was accompanied to the appointment. 
Thus, it was not anticipated that the screening tool could be used for every adult, female 
mental health presentation. Appropriately, no GP reported using the screening tool every 
time, rarely or never. The most frequent response was most times (4) whilst sometimes was 
answered in 3 cases. 
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Fig. 28 Frequencv of Use of Screening Tool 

How often used with mental health Frequency 
presentations? 
every time 0 
most times 4 
some times 3 
rarely 0 
never 0 
Total 7 

GPs were then asked how they used the screening tool in order to elicit some feedback on its 
practical application. Most GPs (4) described it as providing a guide to their consultations. 
It's use was also described as providing an aid memoir (1) whilst I GP described having read 
and referred to it as needed. I case was missing. 

The fmal question on the screening tool asked GPs whether the experience of using it to pro
actively seek out domestic violence would influence their approach to this issue. 6 said yes it 
would, I felt it probably would. 

4.4.8 Supporting GPs to Respond to Domestic Violence 
In this section GPs were asked their views on the most effective ways of supporting them to 
respond to issues which have both social and medical consequences, such as domestic 
violence. They were first asked which methods they would recommend to help other GPs in 
Glasgow identify and respond to domestic violence (Figure 29). 

Fig. 29 Supporting GPs to Respond to Domestic Violence 

Group Method Frequency 

Screening screening tool + training 5 
training 2 

Training training 5 
Control raise awareness ofrole and support services 3 

facilitate closer links with support services I 
don't know 2 

Training was frequently recommended as a method of supporting the development of this 
issue with GPs. Whilst it was not noted by the control group their suggestions mainly 
described raising awareness amongst GPs. Other recommendations by the screening + 
training and training only groups were as follows: 

• raise awareness of support services 
• increase coverage of issue in medical media 

provide audio/video tape for GPs 
PGMEB accredited training 

As the availability of services to support women had been raised as an issue in the pre
intervention survey GPs were then asked about the availability of counsellors within their 
practice. Half the sample, 9 GPs reported that there were no in-house counselling services 
available at their practice. 9 reported that they did have such a service but of these 2 said 
that the counsellors were for intravenous drug users only. Of the 7 GPs who had access to 
counsellors other than drugs counsellors the number of counsellors ranged from I to 3. 

38 



One GP noted that the counsellors at her practice were private and so access may be 
restricted for some individuals because of financial barriers. 

4.4.9 Information Provision on Domestic Violence 
As one of the key aims of the research project was to examine the usefulness of providing 
GPs with information on domestic violence the survey collected feedback from the three 
groups on the content, delivery and use of information they had received from sources other 
than the researcher in the past 6 months. 

They were first asked if they had seen a copy of the Royal College of General Practice 
guidelines "Domestic Violence: the general practitioners role'? (Figure 30). These 
guidelines were distributed in April 1999 to all GPs in Scotland. They had previously been 
distributed to all GPs in England & Wales in 1998. The group was evenly divided on their 
knowledge of these with 9 reporting that they had seen the document, 7 that they had not and 
2 didn't know. 

Fig. 30 Knowledge of RCGP Guidance on Domestic Violence 

Group Have you seen the RCGP guidelines? Frequency 
Screening yes 3 

no 4 
Training yes 3 

no I 
don't know I 

Control yes 3 
no 2 
don't know I 

There were no significant differences between the groups in terms of their awareness of 
these. Roughly half of the members of each group reported an awareness of the guidelines. 
They were then asked if they had used them and how they were useful. 9 GPs reported 
having seen them but only 4 reported that they had used them. 2 GPs identified their use as 
being to raise their awareness, 2 cases were missing. 

The low level of awareness of these guidelines with only 50% of the sample having 
knowledge of them is disappointing. They appeared to have authority and legitimacy given 
their authorship and by the RCGP and endorsement by the Scottish Executive. However, 
despite this and the high quality of their appearance they were not readily used. Neither the 
RCGP nor the Scottish Executive, who had distributed these guidelines, had evaluated their 
impact or usefulness. 

The groups were then asked to report on any other written information on domestic violence 
received in the last 6 months. 2 had received an unidentified leaflet, 5 did not know and II 
said they had not received anything. When asked what use they made of this information I 
GP responded that it helped to raise awareness, I case was missing. 

Finally, the GPs were asked to comment on what kind of written information they would find 
useful (Figure 31). 8 GPs commented on the provision and type of written information they 
would fmd useful. Of these, 4 comments related to keeping GPs informed about the 
services available to support abused women and I asked for GPs to be kept updated on 
research and developments in the management of the problem. This was reinforced by a 
later comment on how it would be helpful to receive updates on information and articles 
received at the training course. 3 comments referred to the already high volume of reading 
material GPs receive. In response to this they asked for information to be concise or for no 
written information to be sent out. 
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Fig. 31 Comments on 'Vritten Information 

Comments Frequency 
3 

concise information 
hone numbers 1 

~~--+---~2--~ 

none, too much readin 
don't know 2 
mlssm 8 

In view of this it would appear that while focused, concise information giving practical 
advice might be welcomed, the use of information to raise awareness of the extent and nature 
of domestic violence and to discuss the GPs role in this could be viewed as cumbersome and 
inappropriate. 

4.5 Pre-Intervention Interviews Results 

Interviews were held with a randomly selected sub-sample of 7 GPs. These were designed 
to examine in greater depth the knowledge and attitudes explored in the pre-intervention 
questionnaire. The findings from these interviews are reported here. Where quotes have 
been supplied in support of the interpretation of these findings a coding system has been used 
in order to identifY their origin. These codes consist of a personal identifier, a code for the 
practice where the GP works and their sex e.g. (A.I.M) is a male GP from practice 1 
identified as A. 

The sub-sample of GPs interviewed were aged 39-56 years with an average age of 45 years. 
3 were from the screening + training group, 3 from the training only group and 1 from the 
control group. 

4.5.1 Awareness of Domestic Violence & its Presentation in Primary Care 
The GPs were first asked how important they thought the issue of domestic violence was for 
their practice. In rating 'importance' the interviewees considered the seriousness of the issue 
for individual women, the frequency of presentation and the demands made on them in 
respect of the need for a skiIled and knowledgeable intervention. All agreed that domestic 
violence was either important or very important but there was some ambivalence arising from 
the apparently low presentation. 

"It is an important issue but, it's not, it doesn't appear to me as being a large part of the 
workload." C.2.F 

"It is important but it's not brought to our allention very openly". F.3.F 

While none thought the issue unimportant it was noted that domestic violence seemed to 
present less frequently than other conditions such as hypertension or heart disease and as 
such was relatively less important for them in terms of knowing how to effectively manage 
the problem. The interviewees also drew a distinction between the relative seriousness for 
individual women and the frequency with which they were required to respond to the issue. 

"Well, obviously it's impprtant for the individual person, naturally extremely important. I 
think its there but sometimes you've got to look for it 

... and in this practice it's definitely there." GA.F 

A lack of clarity on the prevalence of domestic violence seemed to cause difficulties. While 
recognising why women may be reluctant to raise the issue the GPs expressed some concern 
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as to whether they were sufficiently able to judge the appropriateness of their current 
response to domestic violence given their lack of awareness of the extent of the problem. 

"From our perspective we see maybe 1 to 2 cases per month. Is that average, below 
average, we don't know." D.2.M 

When asked their opinion of the GPs role in relation to domestic violence, apart from treating 
the medical consequences, they described a role that included informing, supporting and 
documenting. 

" trying to get to talk about it, to say to us that it is happening andfor us to acknowledge that 
it is happening and obviously to lead her to ways of help if she wants to take that lip ... to let 
her think that we understand and that we're sympathetic and trying to not let her feel that 

she's on her own." GA.F 

"its an issue which we need to properly document and know when to pick up." D.2.M 

Identifying the problem came across as an important aspect of their role. Some GPs felt that 
while there was little they could offer it was important to acknowledge that the problem 
existed. When describing their role most identified ways in which they acted as a 
facilitator. They would refer on, discuss the problem, give information and help women to 
make decisions. 

"I suppose, at the moment, our only role is directing people because we don't have anything 
else that we can do. We direct people to the various Women's Aid and things like that but, 

apart from that, support, I mean we're here." F.3.F 

"We can try and help people to work out for themselves what their choices are you know. 
Quite often I will say to people in these sorts of situations "What are your choices here? Do 
youfeel you are stuck here and do YOllfeel you should go somewhere, maybe leave? I have 

discussed things with patients over what choices they might have. " E.3.M 

However, one GP was keen to stress that this approach was not unique to the problem of 
domestic violence. There were other issues such as debt, addictions and isolation where a 
similar strategy of seeking support from outside agencies was appropriate and helpful. 

"That's probably part of the, treating their depression or their anxiety or whatever, you 
know, whatever the patient presents you with. That's your job to refer her on, to do that and 

that can be a help, referring them ojJto other agencies who'll suit them. " C.2.F 

Despite their clarity in identifying their role in relation to domestic violence all were agreed 
that this was not an easy issue to work with. There were a number of reasons for this, 
including the difficulties of hearing distressing accounts of violence, but primarily GPs found 
it difficult because of their relative powerlessness and lack of ability to change the situation. 

"It's not easy because these things are quite disquieting to hear people talk about these kind 
of difficulties." GA.F 

"I can think of one person with terrible injuries from her husband, he's a patient of ours as 
well and we jllst can't understand why she would possibly still want to go back inco that 

abusive relationship and I kno)\' she'll be back again with a new injury at some stage. "A.I.M 

The GPs expressed frustration at the patient's acceptance of the situation and at their 
apparent inaction or lack of interest in attaining help. 

41 



"Yes, I had someone who was very obviously beaten up by partner ... and had never done 
anything about it Ifind that really quite distressingfor me. I spent a lot of time with her, 

given her all the information, referred her on, did everything ... shejust didn't act on it." F.3.F 

"A lot of our patients, anyway tend to accept that that 's their lot, you know, and maybe don't 
have enough pride and se/frespectto pull themselves out of an abusive relationship. " A.1.M 

"Any time I've given anybody a phone number I think the minority would take itup .. .!n fact 
folk come back, the majority of them come back saying that, you know, they weren't any use 
or can you give us a phone number but they 're probably actually not going to use it. " C.2.F 

However, two GPs drew parallels between this and other health issues where patients were 
reluctant to take direction or follow advice from them. They felt that, while it was not 
necessarily easy to accept, non-compliance was a familiar aspect of practice. 

"I think we are so used to patients not taking our professional advice that it's quite easy just 
to say well here we go again." F.3 .F 

"If someone,for instance, is still drinking perhaps still smoking or whatever ... if people don't 
make the decisions that you think are best for them you just have to keep trying to point them 
in the right direction as it were. In this sort of situation you just have to take the next person 
as they come in and go through the same routine of trying to help them to come to a decision 

as to what they feel is right." E.3.M 

In addition to reflecting on their work with women who disclose the GPs were also asked 
how easy it was to respond to women whom they suspected were experiencing domestic 
violence, but had not disclosed this. All were agreed that this was difficult. Fears of 
damaging their relationship with the woman or of intruding into a private matter were among 
the reasons for this. However, despite these difficulties they would try to gently raise the 
issue, particularly when the patient was repeatedly presenting at surgery or if they had a long
term mental health problem such as depression or anxiety. 

"I think it 's more difficult then, to the extent to respect somebody 's right to privacy and not 
to inteifere when they don't want you to inteifere. I do think that one needs to leave the door 

open so one understands subjects aren't closed." A.1.M 

The GPs had been able to identify a number of indicators of domestic violence in the pre
intervention questionnaires but when questioned not all were confident that they could tell 
when domestic violence was an issue for a female patient without disclosure. Most felt that 
they would have suspicions and while concrete indicators were described at a later stage they 
revealed that their suspicions could rest on quite unquantifiable feelings or 'vibes' . 

"Yes, you can identifY it there. You can definitely get a suspicion about some people, I mean 
I can think of several where I'm, fairly sure but there is nothing said ... . " F.3.F 

However, others were less sure. They felt that there could be women experiencing domestic 
violence amongst their patients whom they had neither identified nor suspected as possible 
victims. The development of a long-term, trusting relationship with patients was cited as 
key to creating the openness that would allow disclosure. 

"The longer that you're in a practice the more people reveal to you. You know about 
people's marriages and their past, their upbringing and all that, it becomes easier to know 

that. I mean, we're all fairly new here. I think five years is the longest and that's a 
disadvantage, you know. I'm sure there 's a lot more that we know nothing about and suspect 

nothing about." C.2.F 
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The GPs gave a range of indicators that would lead them to suspect domestic violence. 
These included physical injuries, inconsistent explanations for these and the involvement of 
other professionals such as a social worker. 

"Yes, quite ojien it is marks and finger bruising to the arms. People giving us an explanation 
for things that don't quite ring true. You never see many physical injuries, I've probably 
seen about three or four, not a lot. I don't think I've actually seen any on the face . .. C.2.F 

The presence of mental health problems such as depression was also an indicator and several 
GPs commented that in these cases it was easier to gently question the woman and explore 
the underlying causes. 

"A lot of time though the presentation is for depression and that quite ojien gives you an 
opportunity to explore whether she's frightened or has a drink problem or can't cope with 

the children, that sort of thing and it gives you a chance to ask are they getting help does he 
beat you stuff like that." D.2.M 

"Certainly people you're seeing who are coming up with anxiety and depression or lot of 
visits you sometimes - you don't have to ask very much, you have to say things like 'how are 
things at home' and then if they demur a bit or then you're going to follow that through - a 

wee gentle lead." GA.F 

However, despite their suspicions GPs were mindful of the relationship they had with their 
patients and appeared keen not to damage that by intrusive or persistent questioning. 

"You can't really push her too hard, you know." B.2.F 

One expressed the view that as some issues could not be easily disclosed these had to be 
pursued, and the relationship to enable this, built over time . 

"I think that with being a GP, you deal with a situation and then you probably will the next 
time you see them get some idea of whether its still there or whether that situation resolved 
itself even though its not necessarily what they're coming back to you for. You kind of pick 

up, reading between the lines about it." C.2.F 

In view of the difficulties expressed the GPs were then asked if they felt it was important to 
identify the problem even if they knew this would not be followed by acceptance or effective 
interYention. All were agreed that it was important and that their knowledge or suspicions of 
domestic violence would have implications for how they responded to and treated women. 

"Yes, I think it has implications for the next time they come in and, you know what's 
happening with them and you've also got their children and you've also got their abusive 
partner, you know anything that helps you build up a picture of what's going on I think is 

useful." C.2,F 

"It helps you keep women a wee bit safer because if you've got concerns about the partner 
then you'll be very, very careful about confidentiality." B.2.F 

A particular issue was how this knowledge would assist them to interpret the woman's 
behaviour. Frequent presentations for minor ailments or a reluctance to enter into 
discussions would be more sym'pathetically received if the GP felt these were in the context 
of domestic violence. 

"It certainly might make subsequent consultations a bit easier if you were aware of that sort 
of background, how she responds to the issue ... " E.3.M 
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..... that might mean that they 're going to lise the service in different ways; they're going to 
come maybe as emergencies or come with different kind offilllny wee complaillls or 

whatever; people might get a wee bit annoyed with them ... so maybe if YOIl have a sllspicion at 
the back of your mind, then it might make you a wee bit more tolerant or to get the chance to 

maybe speak to them again to see if anything else is going to come Ollt." G.4.F 

Nevertheless, the GPs continued to voice their unease at the personal and professional 
difficulties in raising the issue. There was general agreement that there were benefits in 
pro-actively questioning women about domestic violence and that the GP should have a role 
in doing this, but it was noted that this was not easy. 

"Well somebody has to, it might as well be us." D.2.M 

"YOII definitely know that you're sort of treading on thin ice, but that YOIl 've got to be willing 
to ... I've never successfidly, you know, questioned somebody gently and had, YOIl know, a 

positive result and thought 'oh I'm glad I did that', probably more likely 
'oh why did I do that '." C.2.F 

In order to further explore the nature of these consultations the GPs were asked to identify 
the difficulties women may have in disclosing domestic violence. Women's fear that 
confidentiality would be breached and that there would be violent repercussions were the 
most frequently identified issues. Guilt, shame and embarrassment were also noted, as was 
loyalty to the abusive partner. 

"I suppose if they still erroneollsly may feel that they are partly to blame in it or something 
they're doing wrong. . .! think there's that situation unfortllnately they think that there 's 

something wrong with me or there's a wee bit wrong with me, I'm not the best wife, I'm not 
the best mother and that's why I'm being got at." G.4.F 

..... if you know the husband, they maybe feel they 're lelling go some family secrets." G.4.F 

"There's her confidentiality, you see, as well. If they know that their partner's also a patient 
here then they won 't tell liS. " B.2.F 

The behaviour of the GP was also identified as a potential barrier to disclosure. If women 
had prior experience of an unhelpful GP, did not understand the GPs role in relation to 
domestic violence or were given the impression that the GP was too busy then disclosure 
may be hindered. 

"I think that might well be one reason why patients don't mention it, becallse they probably 
feel that we 've got tons of stuff on our plates as it is and they are not going to give it to liS 

becallse they've maybe had experience before of bringing problems to us and not gelling 
much allention becallse inevitably because of what we have to deal with, quite a lot of what 

patients give to us is just not dealt with." E.3 .M 

Given these difficulties the GPs were asked if, in their opinion, it was appropriate for them to 
raise the subject. All felt that it was appropriate, under certain circumstances, to provide an 
opportunity for disclosure but as before, while it was reasonable to broach the subject it was 
not always easy to do so . 

.... . certainly it's importdnt for GPs to allow, to give an opportunity for the subject to be 
discussed, and where they've got concerns then it's perfectly reasonable .. yoll would in any 

other area. Psychological well being is an important part of health, so yes, I think it is 
reasonable. But difficult." A.I.M 
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It was not viewed as appropriate to raise the issue if the partner was present. Nor was it 
appropriate to raise the issue in such a way that women would feel pressurised into 
disclosure. While a pro-active approach was viewed as appropriate the GPs were keen to 
ensure that the questioning allowed women space to deny or minimise their experiences. 
This approach was similar to that adopted for other sensitive issues. 

"I think under the right circumstances it is perfectly OKfor the GP to ask a question where 
the patient can say "No "." E.3.M 

"I think it's got to be in our mind that it could be an issue which is not being brought to the 
sUiface, a bit like childhood abuse and all sorts of things that people don't come along and 

tell you about ... so you've got to get a kind of gentle way of just trying to see if that will open 
the gates. It's important I think to do that." GA.F 

4.5.2 Developing the Primary Care Response to Domestic Violence 
At the time of the interviews the Scottish Executive had published recommendations 
suggesting that the best way to tackle domestic violence was to work across agencies. 
Within these inter-agency structures the health service was viewed as having a pivotal role. 
In order to explore the potential for inter-agency working on this issue the GPs were asked 
about their current experience of joint work. They frrst discussed their current perceptions 
of working across agencies. They reported that this was not easy and that it could be 
difficult or frustrating. 

"Not very easy I'm afraid. If you're talking about social work department, that kind of thing, 
for housing - I don 'tthink we find that they 're very easy to deal with. Police, probably, a bit 
beUer. Who else do we have to liase with? Housing departments can be well, we write letters 

and things, but I'm not sure if that does a lot at the end of the day. 
I think it is quite difficult. " GA.F 

"It's easier to be insular. Historically we're not brilliant at working with other agencies. " 
C.2.F 

"What I think is you attempt it but it tends to get fnlstrating and you give up." D.2.M 

It was reported that a lack of knowledge of other agencies, their remit, structures and 
responsibilities had led to problems with inter-agency work. Poor communication, a lack of 
understanding of the constraints experienced by GPs, difficulties in accessing the appropriate 
workers from other agencies and lack of time were cited as reasons for the problems 
experienced. 

"I think communications with even one other agency is difficult enough. Can you imagine 
communicating with a range of different agencies ... because Social Work Departments, 

Housing Departments - they never write to us. If they want something from us they say to the 
patients: "Go to the doctor and get such and such ". Communication is hopeless. "E.3.M 

"We're often invited to case conferences often at a difficult time and we have surgeries and 
things like that so it's difficult, also who to get in touch with. " A .l.M 

"I think that the main pressure on GPs is time and also not knowing who to go to and what's 
available out there." A.I .M 

However, there was some recognition that there was a reciprocal lack of understanding of 
Primary Care. 

45 



"But I think if you look at it from the Social Worker's view, they think GPs doesn't give a toss 
because they don't go to the case conference, They don't realise that we actually can't leave 
the surgery to go to that. It depends where you're standing what your perception is of illler-

agency work. I think we do try hard, but I don't think it often actually comes of! 
successfully". C.2.F 

GPs were able to clearly identify the difficulties currently associated with inter-agency work 
but there was little to indicate that they felt these could be easily addressed. Few examples 
of effective inter-agency work were provided and even where successful structures had been 
developed, most notably in the area of addictions, there was little confidence that these could 
be extended to other areas. The effective aspects of good models of inter-agency work 
included good communication; dialogue with other agencies; knowledge of other services 
and the relevant people; a shared understanding of the issue and readily accessible support 
services. Shared clinics were one particularly valued aspect of inter-agency drug work. 
However, while some of the elements of effective inter-agency work could be further 
developed in relation to domestic violence some GPs felt the relatively low presentation rates 
militated against joint clinics as other services would be under-employed while waiting for 
disclosure . 

"If there's someone who knows that they're looking after this practice and if we phone we 
can speak to this person. The thing is I think it 's so irregular, at the moment anyway, that we 

would do anything like that, that it's hard to see how it would work, you know." C.2.F 

GPs were, however, agreed that access to a flexible range of support services would assist 
them in responding to domestic violence. These services would both support the GP at the 
point at which disclosure is made and provide fol1ow-on services for women. Immediate 
access was frequently identified as a key aspect of services. Phone lines to housing, social 
work etc., or web sites were suggested as ways of increasing access to support services and 
the need for the GP to be weB informed about local services was stressed. 

"It would be nice if you had somebody you could 'phone up and say: "Here's a problem, 
we've identified domestic violence or whatever, can you talk to the person today?" F.3.F 

"Certainly, perhaps a phone line. As long as we know the numbers we can phone, like the 
Centre for Women's Health ifsomebody wanted to have a wee discussion or Women's Aid. .. if 

we know these specifically if SOmeone is in extremis or not quite but wants someone a bit 
more specialised to talk to." G.4.F 

Some GPs favoured identifying a named person within support services with whom they 
could develop a working relationship. However, others were keen to see the GP supported 
by a wide range of agencies and individuals thus ensuring greater access for patients and 
facilitating a prompt response to disclosure. 

"I don't really know if that we'd necessarily want to have a named person. It might be useful 
to have a particular person as long as that wasn't the only particular person. In other words 
it's useful to have a choice and, ideally, options that you can refer people on to or that they 

can phone or whatever. Quite often if you can't get hold of a particular person then you 
think well that's it, that I'm stuck and if there was a particular person who you were 

supposed to call up then you might end up stuck. 
So it's good to have a variety of agencies out there." D.2.M 

Most GPs identified the need for these support services to complement their role in Primary 
Care. Helpful support services were expected to manage the non-medical aspects of the 
intervention by continuing the support, advice and informational roles initiated by the GP. 
These services would combine a counsel1ing and facilitating function with skills in managing 
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the practical aspects of the problem. They would be available in the longer-term and not be 
limited by the tight time constraints GPs experience. Crucially these services would be 
distant from, or independent of, the patient's family unlike the GP who often serves the 
extended family or, at least, the abusive partner. Such services were proposed as beneficial 
for women and for the GP as they would support their work on disclosure but free them from 
the long-term support needed to facilitate change. 

"I can get on with dealillg with people with physical illnesses and major melltal illnesses or 
whatever and this sort of area, which is partly medical and partly social could perfectly well 

be dealt with by a lIurse, you kIlOW, or a social worker." E.3.M 

" Ithink the skills required are 1I0t necessarily the sort of skills that a GP has ... well we could 
have them but ill a way ... you can get the same sort of skills from somebody who is nottrailled 

as a GP so it would be perfectly possible to have ... somebody to send the patient on to. It 
might seem ill some ways like passillg the buck but I thillk that can be beneficial if the patient 
is then being seen by somebody who has got appropriate skills in managing the problem and 

helpillg the patiellt. " E.3.M 

Screening tools, training and information were identified as the cornerstones of promoting 
awareness of domestic violence within Primary Care. These were viewed as appropriate 
tools for maintaining a high index of suspicion in a setting where there are many other issues 
competing for attention and development. 

"The problem I see is trying to increase your awareness of a specific topic is that there is all 
awful lot of competition for GP's time and again you come back to not havillg time to see that 

the issue is awarded its filii importance alld time dealing with the issue." A.I.M 

However, despite the support for screening they also stressed the need for the GP to employ 
their judgement of circumstances before pro-actively raising the issue. One GP felt this 
precluded the introduction of a screening procedure that contained absolute guidelines. 

"They really dOli 't necessarily want anythillg dramatically changed at that point .. .it 's a 
really difficult one to have absolute guidelines drawn up because it depends so much upon 
the patient's view. We'd love to be able to direct people, this is the way you do it. It's not 

like that." GA.F 

Other than screening tools, training or information there were few suggestions for what else 
could support GPs in the detection and management of domestic violence. They did not 
appear to find reports, protocols or guidance developed either locally or nationally useful and 
had little awareness of local Health Board initiatives. What knowledge there was of current 
initiatives to tackle domestic violence and to improve the response of government and 
statutory agencies was gained mainly through the national media rather than journals or 
specialist publications. 

"Well, I keep on reading ill the paper that the Scottish Parliament, the health minister, that 
something, even Westminster - a week's discussion about it in the police. Yeah, you hear 

about it. How it quite filters dowlI ... " GA.F 

There was some knowledge of high profile public awareness campaigns on violence against 
women and of publications on the role of the GP in relation to domestic violence e.g. the 
British Medical Association report 'Domestic Violence: a health care issue? However, it 
was reported that these had little impact on practice. The volume of material received by 
practices undermined the potential usefulness of publications and written information. GPs 
found it difficult to manage the high volume of reading material they received and as the 
majority of this information came unsolicited it was unlikely to receive much attention. 
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"Yes, I do remember it, but it's hard to keep up with the amount of reading that comes 
through the practice. 17Je amount of paperwork is just vast." D.2.M 

"We get hundreds, well most of it is unsolicited." B.2.F 

The overwhelming view was that unsolicited information was of little value regardless of the 
subject matter or presentation. GPs felt that they could not attend to such material thus 
rendering it "worthless". 

The predominant view was that they had developed their own approach to this issue through 
trial and error rather than through training and information. This had led to varying degrees 
of confidence in their approach with most expressing the hope that participation in the 
research project would help to raise awareness and confidence in managing this issue. The 
piecemeal development of skills in relation to domestic violence appeared to have led to 
inconsistencies in the service received by women. While all agreed that it was important 
that the partners in a practice had a shared understanding of their role and responsibilities in 
relation to abused women it was clear that there were some GPs whose approach to the issue 
could be very different. 

"I think it's a sixth sense that we all should have - some of us will have and some of us won't 
have but then I hope that the patients would sort of self-select. It mllst be hard if some 

patients ill a single-handed practice and the chap isn't listening to some of things that are 
being said, that's hard. " G.4.F 

A consistent approach was perceived as preferable. However, it was noted that as a group 
GPs reflected wider societal attitudes and as such it was likely that there would be some who 
were unaware, uninterested or resistant to these ideas. Some GPs felt that the solution to 
this inconsistency lay with women who should select a GP they felt would be open to 
disclosure and supportive of them. 

"17Jey appear to find they find their way to the doctor that they think might listen to whatever 
the problem is and not go to some doctor about other things." F.3.F 

However, others felt that it was GPs who needed to change their perception of the problem 
and its relevance to their interventions. 

"People certainly have to be tallght if they don't already know,just in the same way we've 
all got to be taught about hypertension guidelilles." G.4.F 

"If any of them feel uncomfortable about dealing with it or have a sllspicion or whatever then 
I hope that they would know or they might say to me or to the patient to come and see 

me ... but we are GPs and we do deal with people all the time who are sufferingfrommelltal 
problems and depression and anxiety. " G.4.F 

Nevertheless, despite the potential difficulties, a team approach was highly valued. Other 
members of the Primary Care Team identified as having a role in relation to abused women 
were the Health Visitor and the Practice Nurse. It was felt that the Health Visitor had 
increased access to women and the family and both were judged to have more time to spend 
listening to and supporting women thus facilitating disclosure. 

"Why shollid it be GPs, why can't it be another member of the primary care team. It's IlOt 
always the GP who has the chance to talk to a woman." B.2.F 

"I think most people will disclose to liS but I suppose there are some people who will choose 
another member of the team." C.2.F 
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Communication with other members of the team was recognised as facilitating effective 
management although the need for confidentiality to be respected was noted. 

4.6 Post-intervention Interviews Results 

Interviews were held with a sub-sample of 8 GPs randomly selected from the screening + 
training and training only groups. These were designed to gather feedback on the impact 
on knowledge, skills and practice of the training courses and the screening tool. As before, 
the interviews were preceded by a questionnaire. Again, codes have been used to attribute 
quotes. The average age of the sub-sample was 42 years with a range of 32-56 years. 

4.6.1 Feedback on the Qnality & Impact of the Training Courses 
GPs were asked their views on the training course that they attended during the intervention 
phase . All were agreed that the course was very good and all enjoyed the two training days. 

"It was extremely good." J.7.F 

"J think that has been really helpful and certainly made me think a lot and I talked to a lot of 
people about this" I.6.F 

When asked what they found helpful there was broad agreement that the opportunity to meet 
and exchange information with others, particularly from outwith their practice was valuable. 
Participants found the format of the course helpful and agreed that the small group work, 
discussions and interactions were effective. The small groups were felt to have encouraged 
participation and sharing of ideas, thus reducing GPs feelings of isolation in relation to 
managing this problem. 

"JlIst being able to talk to other GPs abollt what they faced and what ways it was presented 
or just discllssing how much we missed or how much we picked up. " C.2.F 

"It helps because it gives you the confidence, the motivation that other people have 
experience the same things and been successful so it's a worthwhile thing." J.7.F 

The trainer was rated very highly. While they welcomed the opportunity to share 
experiences with other GPs the input from a skilled practitioner was also appreciated. They 
felt the trainer successfully combined the roles of expert, imparting information, and 
facilitator, providing structure to their discussions. 

"It is extremely useji,l to be able to share your opinions with others and have them re
evaluate it back and have that kind of access to people who have more skills and more 

interest in a particular field to find out what they do." 1. 7.F 

GPs were divided on whether they felt they had gained new knowledge from the course. In 
some cases they could identify new insights or knowledge but others felt that they had mainly 
had their existing knowledge reinforced. 

" ... it told me things that I had probably already suspected that it was nice to be told things 
and also it covered areas that J didn't know anything abollt at all. "F.3 .F 

"Well I think it's reinforcing what I hope I already know. I think that was very helpful to see, 
just the different way that pepple go abolltthings. I think knowing a wee bit more about 
things like where people can go, Women's Aid and what's been happening there. " G.4.F 

All were agreed that the course had been extremely effective in raising their awareness of this 
issue and that this awareness had been particularly high in the days immediately following 
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the training. Raised awareness was seen to be of particular value within Primary Care where 
the GP needs to have knowledge of many different issues. It was felt that competition from 
other issues was likely to reduce their awareness over time but most agreed that some level of 
increased awareness would sustain. 

"You are the first port of call for a lot of patients about a number of problems, health or 
otherwise, so we are generalists and there is so much that we need to know about. So you 

are aware of your ignorance sometimes and this thing kind ofhighlighted that area and made 
you think about it and immediately afierwards you thought about it more and this week I've 

thought about it less, you know, and next month, well ... I think its human nature you just can't 
keep all these balls up in the air at the one time. "C.2.F 

"Particularly immediately afterwards - I was very focused on looking for evidence or 
suspicion of domestic violence or abuse but I think it tailed off as time went on, you know, 

really natural I suppose but my level of awareness is certainly higher than 
it was before the training. " A.l.M 

The GPs felt that a reduction in the relative priority given to domestic violence was an 
inevitable consequence of the generalist nature of general practice. The wide range of issues 
with which patients could and did present created difficulties for them in ensuring that they 
were sufficiently skilled and knowledgeable in many different fields. Training was, 
however, considered an appropriate strategy for developing skills in this context. 

"One of the things I think is difficult for GPs is there is so much to think about all the time 
and the only way you can actually improve your skills is to cherry-pick certain areas you are 

going to concentrate on at one particular time and improve them." J.6.F 

"I think it is the only way you can address your personal learning and development in a 
generalist setting." J.6.F 

There were few suggestions for how the course could have been improved. Most thought 
that there were no unhelpful aspects. Several minor suggestions were made regarding the 
format with one GP expressing a personal dislike of role-play while others felt that there 
could have been more of this. 

"I think it was quite a good mixture of getting stufffrom everybody and with the small groups 
and so on. At the end of it I think that everybody was very much more aware of the whole 

problem and how to tackle it, and I think that's the bOl/om line." GA.F 

Having agreed that the course was interesting, well presented and appropriate to their needs 
the GPs were then asked to reflect on its effectiveness. This was assessed in terms of its 
influence on their knowledge, skills and confidence and the subsequent impact on practice. 
All but one GP felt that the course had changed their knowledge of domestic violence. The 
remaining GP found it difficult to assess whether her knowledge had changed. The main 
value she identified was in how her existing latent knowledge had been identified and 
activated. Most of the participants also reflected on how their existing knowledge of this 
issue had been reinforced and developed by the course. They felt that their knowledge was 
now broader and understanding of the extent and nature of domestic violence more detailed. 

"Although I had thought of myself as having quite an awareness of domestic violence, I 
wasn 'Las accurate as I was at the end of it. " J.7.F 

"Difficult to know actually whether it changed my knowledge or whether it was just a 
reinforcement because often you know things for a long time and it's quite useful to have 

them all put back together in quite a short space of time ". J.6.F 
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There was less agreement as to the extent to which they had developed new skills. Some felt 
that they had new skills particularly in relation to raising the issue and questioning women. 
However, others were less sure that these were new, feeling that the course's value had been 
in identifying the relevance of general consulting skills and honing these in relation to 
domestic violence. 

"I think it made me think more carefolly and more skilled to actually ask them." H.S.F 

"I mean a lot of it is general consulting skills that you need and general counselling skills 
and other stllffthat is really our bread and butter and ifwe can't do that 

then we really are sinking. " C.2.F 

The GPs gave mixed responses to the question of whether they now felt more confident about 
detecting and managing domestic violence. Some expressed increased confidence, some 
were reassured that their practice was sound and gained confidence from knowing this but 
others were more ambivalent. Although all felt more confident in some respects there were 
other aspects of the consultation in which they were less so. Despite feeling more confident 
in their ability to raise the issue some GPs were not necessarily more confident that their 
intervention would result in a solution to the problem. Increased knowledge of the issue and 
of the often lengthy and difficult process offmding a resolution made some wary of raising 
the issue while others felt their level of confidence was dependent on the amount of support 
available to them and the women concerned. 

"II heightened my awareness and it gives YOIl more confidence that it was worthwhile 
raising it. " C.2.F 

"I think we were alliookingfor definitive answers. It's quite nice to be told we are not doing 
something wrong and missing Ollt on something huge that we don't know about. " FJ.F 

"I don't know whether it made me more confident or less confident. You know how you talk 
of such a difficult isslle YOIl know you can feel il can aggravate how difficult YOllfeel it is. So 

it is a double-edged sword really. All those fears you had". I.6.F 

"I wouldfeel more confident, that's right because 1feel I have a knowledge of Women 's Aid 
and I know you can refer women on to other groups ... that probably is also what you are 

lookingfor in General Practice, you are looking for all of the pOlential back-up. 
You worry desperately, you open a can of worms and you are terrified you are lefi out there 

on your own." J.7.F 

The GPs all agreed that the training course had influenced their practice and had little 
difficulty in identifying the ways in which this had happened. The greatest influence 
seemed to be in an increased index of suspicion with most GPs reporting that they now 
considered the possibility of domestic violence more frequently, were more aware of the 
indicators or were re-evaluating some cases. Coupled with a raised index of suspicion was 
an increased willingness to broach the issue and to question women directly. 

"I do actually think more about it if somebody keeps coming to see me. I've thought more 
about what could be going on and have asked. " H.5.F 

"There was one or two people I suddenly noticed I never saw alone." F.3.F 

"It hasn't come up enormously and I am sure I probably wouldn't in those two occasions 
done it if I hadn't done the course and if I hadn't had heightened awareness of it. " C.2.F 
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For some the impact on practice came from an increased awareness of agencies offering 
support and practical help to women experiencing domestic violence. This knowledge 
appeared to facilitate a more pro-active approach as they were reassured that should the 
woman disclose domestic violence they could be referred on to support services. 

"I think what the training did was it made it easier, you come to the point where if you did 
manage to raise with somebody or you manage to pick up the right cue, and to address with 
them the appropriateness ofit all and the lll/acceptability of the situation, you know of what 

you could actually do about it. 
You could give women information and say well there are things you can do about it, there 

are people who can be contacted and it is possible to get help ". J.6.F 

Most GPs felt that the training course had changed their perception of how important an issue 
domestic violence was for their practice. There was a reported increase in awareness of the 
problem, its complexity and its potential impact on practice. However, importance was not 
equated with prevalence. Some commented that although they now regarded the issue as 
more important they had not identified nor recorded an increase in presentations. Others 
reported that they had always regarded this as an important and relevant issue for Primary 
Care. Their newly enhanced knowledge of the extent of domestic violence had only served 
to reinforce their pre-existing perception of its importance. 

"I don't think in terms of how important it is as an issue but hopefilily it changed my 
perception of how prevalent it is ". F.3.F 

"I suppose in terms of importance to practice is probably increased. I feel that it has 
importance as an issue to us as GP's rather than an issue in general. J.6.F 

There was also general agreement that the training course had some influence on their 
understanding of the role of the GP in relation to domestic violence although very few felt 
this had changed significantly. Most GPs felt that the course had not changed their 
perception of their role, rather it had reinforced and developed their existing perception. 
Others felt that they now had a broader understanding of the issue. The course had been 
useful in that it had dealt with recognition of the indicators of domestic violence, raising the 
issue and access to the wider network of voluntary and statutory agencies which support 
abused women. These were all elements of the GPs role with which they felt comfortable. 

"I have always seen it as my role to empathise and discuss and refer onto other agencies. It 
is good to know that its recognised that that's a way of doing things, J mean we work pretty 

much in isolation as GPs. " D.2.M 

"It reinforced ways of trying to tackle the problem and maybe just looking for it in slightly 
unlikelier ways or you know, just having an awareness, a greater awareness of the possibility 

of it being it being there. " GA.F 

In what may be a reflection of pre-existing interest in a self-selected group only one of the 
sample reported that they had not previously considered this as their role but now felt able to 
put the issue into the context of Primary Care. Following the training courses all the GPs 
were confident that they had a role in terms of identifying, supporting and referring on to 
other agencies. This role was viewed as appropriate and manageable . 

"You are just a stepping stone and you feel quite comfortable with that." J.7.F 

"I suppose I dofeel more responsible than I did in some sort offunny way". J.6.F 
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Given their reported increase in skills, knowledge and confidence and their enhanced 
understanding of their role in relation to domestic violence the GPs were then asked to reflect 
on how this had affected their feelings about pro-actively broaching the subject with a 
patient. All reported that while this was a necessary part of their consultations with women 
whom they suspected were experiencing violence not all were confident about doing so. 
The course did appear to have assisted GPs with this as half reported feeling more confident 
now. However, others still felt anxious about raising the issue although they did not 
consider that this would prevent them from asking. 

"I think I am less likely to Jeel aJraid oj upsetting someone 's Jeeling about it." A.l.M 

Factors identified which facilitated a pro-active approach included experience, familiarity 
with the patient and the presence of a long-term, trusting relationship between GP and 
patient. The development of trust was of particular importance. 

"I've got to the stage where I can almost talk to anybody about anything". G.4.F 

"I suppose it depends on how well I know the patient, because if you have only met them on a 
one-off occasion it is very difficult to get a level that you can actually get on to that." H.S.F 

"The girls or the women have been in the practice Jor some time they know me, or they know 
oj me, and maybe I've been through a pregnancy with them or that kind oj thing, and maybe 

there is a kind oJtn/stthing." G.4.F 

A consistent theme identified by the GPs throughout the feedback on the training course was 
the need to see patients' medical problems in context. Domestic violence was recognised as 
being a contributory factor in poor physical and mental health as were issues such as poverty, 
debt and drugs. 

"Usually what you see is a spectrum oj different pressures and problems 
that these women have." C.2.F 

It appeared to be important that domestic violence was identified as a contributory factor but 
that this was not seen in isolation. Interviewees recognised the links between the approach 
proposed for the GP management of domestic violence, their existing general consulting 
skills and routine practice and were of the opinion that this issue was central to their practice 
rather than supplementary to it. 

"I think the domestic violence thing was very much at the heart oJwhat goes on 
in general practice. " D.2.M 

4.6.2 Knowledge of National and Local Initiatives on Domestic Violence & Health 
Following on from the pre-intervention interviews where GPs had expressed little awareness 
of reports, protocols and guidance developed nationally or of local Health Board initiatives 
they were asked if they felt better informed following the training course. Some agreed that 
they were. Their new or renewed interest in the subject meant they noticed reports more 
readily and their raised awareness had facilitated access to articles in journals. 

However, lack of time for reading remained a significant problem. This had hindered their 
study of papers provided at the course and of more general reading materials. Some GPs felt 
they were not any better info,!"ed. They were more aware but had little opportunity to 
capitalise on this, as they felt swamped by the amount of reading material they received. 

"I haven't done that much reading about it purely because oJtime." H.S.F 
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Their knowledge of local services had increased. This was the result of an information 
session provided during their training course by Women's Aid and input from the trainer who 
had extensive experience of local voluntary and statutory services. 

"I think we just sometimes work in isolation so much that I didn't particularly know what the 
other services around would offer, you know for example social work department, or any 
other agency, so that was quite helpfol and somebody came and spoke to us about it from 

Women's Aid and that was helpful." C.2.F 

Despite the difficulties experienced in developing their knowledge of the wider work in 
relation to domestic violence GPs did feel that it was helpful to have this information. They 
agreed it was useful to know what was likely to happen once women were referred on from 
the surgery as this could assist them in their response to and support of these women. 

"I think if you've got a sort of understanding of where it goes from there, from your own little 
part that you play, I mean it just fills in the background and I think that it gives you a greater 

understandingfor the women concerned of what might be involved for her and her family, 
which is good. I mean it's not absolutely crucial to know but you feel at least as if you're not 

going into any empty canyon when you send her somewhere else." GA.F 

4.6.3 Feedback on the Implementation and Use of the Screening Tool 
In order to gather feedback on the implementation of the screening tool the GPs from the 
screening + training group were asked a series of questions on its practical application and 
the response they had from patients when using it. 

GPs from the screening + training group were introduced to the screening tool during their 
training course and asked to implement this following the courses' completion. In order to 
assess how far it had been implemented the group was fIrst asked how often they had used 
the tool. Their use of the screening tool varied considerably with some GPs using it during 
every mental health consultation, some using it only for particular presentations such as with 
new patients and one reporting that they had only used it on a couple of occasions. 

"I'm using the screening tool- probably not as ofien as I should but I've definitely been 
using it. It's a big success asfar as I am concerned." F.3.F 

"I think I use it subconsciously quite a lot now." D.2.M 

Although most GPs felt that their use of the screening tool had declined over time there was 
some indication that they had continued to use it even if this was not as frequently as during 
the re-audit period. 

Reasons identifIed for not using it included forgetting and prior knowledge of the woman's 
situation. Most GPs felt that they had sufficient, existing knowledge of their female patients 
to be able to judge whether or not domestic violence was an issue for them. In some 
situations they had already broached the subject and were unwilling to ask again as they did 
not want to jeopardise their relationship with the patient by, as they saw it, persistent or 
intrusive questioning. A more cautious approach to raising the issue was preferred. 

"I know the whole family, I know the situation, I know that somebody died a couple of months 
ago and I probably wouldn't raise the domestic violence issue because I would be going 

along the lines of how do 'you feel about such and such and to put domestic violence in there 
as well would kind of, sort of detract." J.7.F 
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"The ones that I didn't use it and because I knew them very well and had already been 
round, not necessarily using the screening tool, if you know what I mean, and I wasn't sure 

whether it would be useful to go round that again." H.S.F 

While it was acknowledged that the GP might overlook domestic violence and that women 
were able to successfully keep this information from them the group felt that, over the course 
of a long-term relationship, they could construct an accurate picture of a woman, her health 
problems and her circumstances. 

"I think - although of course you might well be missing something - but if you 've gone over 
for years what's been involved and you've got to know some people really well, then I like to 

think they would have told me." F.3.F 

"If I know them well enough to think I have no other reason to think that they have got 
anything else like domestic violence, I know what the issues are, I Ihink I know what the 

health problems are." I.6.F 

Other reasons for not broaching the subject during mental health presentations were if her 
partner was present, if the woman lived alone or if the presentation was for a mental illness 
such as psychosis. Nevertheless, all the GPs were agreed that the screening tool was helpful 
and that it was easy to use. The approach taken by the tool was praised. It was considered 
sensitive and unobtrusive. 

"II'S quile a sensitive 1001, it's not something which is encouraging you 10 be overly intnlsive 
- it's just raising YOllr awareness and of being able to handle things in a light and gentle 

manner but still gelling somewhere." A.l.M 

The screening tool was considered particularly helpful when working with new patients. It 
was used to help gather background information and to gently explore social and family 
history. One factor that appeared to contribute to the ease with which it was implemented 
was the similarity between the approach it adopted and the GPs preferred way of working. 
The screening tool was described as providing a framework for pre-existing knowledge and 
skills. 

"17,e screening 1001 gives you aframework .. . I've gOllhat index ojsuspicion in any case and 
there are various ways I would try to raise the issue in any case. " J.7.F 

The tool was described as an aid memoir rather than a screening tool by most of the group. 
It appeared to have acted as a reminder of the training course by summarising the key issues 
for practice. 

"II was helpful, il crystallised the important isslles that we lalked about at the Iraining 
sessions - focused the mind very closely on the main issues. " A.1.M 

"I don 'I really know that it's worthy of the name 'screening tool' as opposed to more of an 
aide memoir, I think it uncovers things Ihat are not necessarily confined to all abusive 

silliation, bUljusl sort of general unhappiness . ... 
it is certainly useful jar uncovering things. I have been praised for being on the ball when 

it's really Ihe screening loollhal has done it." D.2.M 

The perceived appropriateness and usefulness of the screening tool contrasted with some of 
the fears expressed by a member of the training only group. This GP, who did not 
implement the screening tool, expressed a concern that a screening tool on domestic violence 
would be too prescriptive and that sensitivity to individuals could be lost. Screening tools 
were viewed as appropriate for medical conditions where there was little social or value 
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judgement required. However, a standardised approach to a complex and emotive issue 
such as domestic violence was seen as potentially dangerous. There were fears that GPs 
would be encouraged to raise the issue with every female patient regardless of her history, 
safety or willingness to disclose thus removing from them the need to develop good 
judgement and sensitivity in these situations. 

"II's much easier if you see everybody who has gal angina and Ihen a hearl attack, Ihey 
should have Iheir choleslerol checked. Yes, Ihere is no doubl aboullhal, Ihere is good 

evidence for that, let's turn out the notes and see if we are doing it, we can see we're doing it 
or we are not doing it and we can change practice. 

But something like this is not so cut and dried." C.2.F 

"I just think thai when you narrow those things down you think that you are sort of guarding 
against missing things but I also sometimes think that you can gel into the tick a box 

mentality which is of no use at all." C.2.F 

It was proposed that while a screening tool on domestic violence would need to raise 
awareness amongst GPs of domestic violence and its implications for Primary Care it should 
also allow them to judge when and how best to broach the issue with individuals. Safety 
concerns, such as the abusive partner being present, or fears for their relationship with the 
patient would both be circumstances in which a direct enquiry may serve to exacerbate the 
problem. In both these circumstances a prescriptive, rigid approach to questioning was 
viewed as inappropriate. 

The feedback from those GPs who did implement the screening tool suggests that it was 
successful in adopting an approach within which an element of judgement was present. 
None of the screening + training group reported encountering any of these problems and all 
agreed it was a useful and sensitive tool which guided them in their interactions with women. 

"It's more of a guidance thing than you've got 10 follow this for every woman patient. "A.I.M 

The GPs were then asked how they felt when they used the screening tool. The project was 
particularly concerned to know if the tool was awkward or stilted to use or if it facilitated 
raising the issue in a natural, sustainable way. Most of the group agreed that it was 
comfortable to use. They had been encouraged to use their own words when raising the 
issue and some had done this. The general feeling was that while there may have been 
some awkwardness at first this was soon overcome. 

"You do feel awkward in a lot of situations that face you ... 
that'sjust pari and parcel of being a GP." D.2.M 

"I found it quite nice because it wasn't a particularly invasive way of saying it." H.5.F 

" ... the screening tool itself, encourages you to ask questions which are gently probing 
without charging in like a bull in a china shop." A.I.M 

All reported that they had a positive reaction from their patients when they were asked about 
domestic violence. Some were grateful that the issue was raised and some were amused by 
the question but none were angry or offended. Some GPs felt that their good, long-term 
relationships with patients had also facilitated the response they received. 

"I asked them all and some of them were very grateful that I had asked and olher ones said 
"Ihat's dreadful when the doctor has to ask Ihat ... you know what a time we live in. "H.S.F 

"I've not encountered any resistance. I've not had anybody take offence." D.2.M 
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"I got the answer backfrom afew women. "He widnae dare to, don't be ridiculous. 
I'd batter him!" J.7.F 

The screening tool appeared to have particular benefits in situations where the GP suspected 
domestic violence but women hadn't yet disclosed this. It was described as both prompting 
the GP to look for signs or indicators and providing a guide to broaching the subject. These 
appeared to have facilitated raising the issue. 

"The screening tool makes you remember to suspect it. " D.2.M 

"I found it very useful in that situation, you know when you are trying to with the patient 
appraise what they mean by "I am stressed" or "I'm not coping" or "Unhappy" or 

whatever. I.6.F 

However, it was reported that although the screening tool had facilitated raising the issue the 
audit period was felt to be too short to measure any increase in the frequency of disclosure. 

"I didn't feel I was giving a reasonable feel for the number of patients who 
it might show up." A.l.M 

GPs were asked to report on their perceptions of how far the use of the screening tool could 
be maintained. They were asked if they felt they could incorporate it into routine practice or 
if it was only possible to sustain its use during the period of the research. All were 
optimistic that they would continue to use the screening tool, although not necessarily to the 
same extent as during the audit period when its use was being monitored. Some reported 
that it had already been integrated into their mental health consultations. 

"I did put it into my "patter"." I.6.F 

"It would probably be incorporated into my kind of mental algorithm for dealing with mental 
health consultations." I.6.F 

Factors already identified such as the overlap with general consulting skills, its flexibility and 
the sensitive approach it adopted appeared to facilitate the on-going use of the tool. 

"The formal screening tool has sat on the desk for a few weeks and I think I probably still 
follow the guidance on the way that it directs your thinking and directs the consultation. I 

probably do that intuitively as a result of having it sitting there. It's a good tool and I don't 
think it makes the consultations in general stilted or diffiCUlt to manage alld obviously if the 

GPs were doing their best for every patient they should be asking these sort of questions 
anyway." A.I.M 

Finally, the GPs were asked to consider the role that training had played in the smooth 
implementation of the screening tool and specifically if they thought they would have been 
able to use it without the accompanying course. All agreed that it was unlikely that they 
would have been able to take advantage of the screening tool without the training course. 
The training and the screening tool were described as an integrated package that raised 
awareness and provided ideas for practice. GPs thought it would have been harder to raise 
awareness and to transfer this into practice without attending the training course. 

"I think that the laminated card is really going to be pretty useless just by itself. I think you 
really need some training wiih it. And I do mean actually being there in person. I think if 

you were to hand out a video that wouldn't do either." D.2.M 
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"I think if you give the screening tool out and if you just send one to every GP in Glasgow it 
would do lillie good. I think if it could be associated with some kind of training. even if it's 

just half a day or a PGEA meeting and here's your screening tool at the end of it. I think you 
would get a lot out ofit that way. " D.2.M 

One factor which would have limited the usefulness of the screening tool had it been 
distributed without the accompanying training course was GPs lack of awareness that this 
was a relevant issue for Primary Care. Several GPs reported that they would not have made 
the connection between the screening tool and their practice. The course, however, had 
made this connection clear and made them aware of their role and responsibility in relation to 
the issue. 

"I don't know if I would have known enough about it prior to going all the training to 
actually particularly want to raise it. " H.S.F 

Another difficulty was the volume of unsolicited guidelines received by GP practices. 
There was general agreement that they were 'swamped' with written materials and 
experienced information overload. They felt that even in the event of unsolicited guidelines 
being recognised as pertinent or potentially helpful it was still highly unlikely they would be 
read. 

"I think it would have been filed or put right in the bill. I could go into one of these filing 
cabinets and bring out, you kIIow the SIGN guidelines. To bring out dozens and dozens of 

SIGN guidelines. reference guides. guides for all sorts of manner of means - they all get filed 
away and dOli 't get looked at. Youjust don't have time, you kIIow, so that's the sort ofthillg 

that would have happened. " A.I.M 

"You have no idea of the amount of post we get of things which are good ideas and it would 
be harder to have done that I think in reality." I.6.F 

4.6.4 Developing the Primary Care Response to Domestic Violence 
In the final section of the interviews the GPs considered the next steps in developing the 
work on domestic violence within Primary Care. They were first asked their views on how 
the changes in practice brought about by either the training course or the course and the 
screening tool could be maintained over the long-term. All were agreed that the training 
courses had made a positive impact but that maintaining interest and awareness of issues was 
difficult within Primary Care because of the generalist nature of the work. However, they 
did suggest a number of methods for sustaining interest that included follow-up meetings, 
refresher courses and the distribution of relevant articles, papers and new research. The 
opportunity for further training was a popular suggestion but this was acknowledged as being 
ambitious. 

"That's the problem with general practice is that there are so many parts to it, there are so 
many guidelines and trying to keep the interest and the motivation and keeping it to the 

forefront because if you go to a wee mini conference about any aspect then that's kind of 
your mindfor a wee while, but it's about gelling a wee jag of being aware again. " GA.F 

"Might be quite good to focus again and find out how everyone else is progressing because it 
was actually quite nice to meet other people who were doing the same thing." H.5.F 

Training was also proposed for other members of the Primary Care team. It was preferable 
for them to each attend a tr;aining course rather than simply receiving feedback from others. 
GPs had experienced difficulties when trying to provide adequate feedback from this course. 
This was due to the amount and complexity of information delivered and their inability to 
reproduce for others the interactive debates and discussions that had been so highly valued. 
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A gap, identified by one GP, was the lack of services available for women who had not yet 
decided to take action regarding the problem. In such cases the woman may look for the GP 
to provide support and encouragement and this could prove a substantial task. A team 
approach was felt to be easier to sustain as the GP would be supported rather than isolated. 

" ... there is no doubt that with certain things like, well talking about people with heart disease 
you want the nurse to talk about all the different lifestyles and give them advice. Jf some GPs 

feel there is a difficulty in tackling or talking about things themselves, if they knew that the 
practice nurse was able to sit down with someone for a little while and discuss it." GA.F 

"Well it is quite a big workload if you 're the only person that's going to support that woman 
and bearing in mind that they do begin to tnlSl you then they're going to come regularly and 

that can be quite a strain if there is no one else. " H.5.F 

Another frequent suggestion was for GPs to receive updated information and feedback on 
their practice in relation to domestic violence. Feedback from services supporting abused 
women was considered valuable as this could assist the GP to judge how successful or 
otherwise their interventions had been. This could reinforce good practice and build 
confidence in their approach. This was seen to be particularly valuable given the limited 
role the GP played in the often-lengthy process of establishing a solution to the problem. 

"We could maybe get a report from the Glasgow Women's Aid and similar bodies about how 
they feel we have impacted just a general sort of stale of play with the number of referrals 
and what's going on and a wee bit of revision about the kind of issues that abused women 

face and have to deal with." D.2.M 

Providing surgeries with copies of new leaflets was seen to have two functions. First, it 
would flag up the issue with GPs, helping to keep the issue high on their agenda and second 
it would provide resources for women attending surgery. 

"/ think probably you know up-dates of what are happening, what Women 's Aid are dOing. 
You know updates of contacts, you know making sure surgeries have plenty leaflets ... its 

really good aClually because often, even if people have difficulty in speaking to you, if Ihey 
have leaflets around they mighljusl pick one up." J.6.F 

The availability of resources for abused women was considered key to the ability of the GP to 
maintain good practice in relation to domestic violence. GPs agreed that it would be 
difficult to use a screening tool that facilitated disclosure if they were then unable to respond 
positively to women by referring on to services providing practical and emotional support. 

"Jfyou took the training course and the screening tool somewhere else where there weren'l 
any local resources what good would it do you." D.2.M 

A lack of support services presented particular problems for facilitating the disclosure of 
domestic violence. Some GPs reported that they found it difficult to encourage women to 
disclose when there appeared to be few services available for them. GPs were agreed that 
this was not an easy issue for women to disclose or discuss. It was regarded as private and 
intimate. This along with the guilt and shame women often felt was viewed as hindering 
d;s~ losure and there was acknowledgement that it took courage to admit that you were being 
victimised in this way. In view of this GPs were keen to respond both emotionally with 
support and acceptance and practically with referral to other services when women did 
disclose. However, if such services were absent then it was unlikely that the GP would 
raise the issue. In these circumstances this was regarded as unfairly raising expectations or 
perhaps misleading women into thinking they could provide a solution. 
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"17Jere is really nothing worse than a patient with a problem that YOll can't do anything with 
in General Practice and YOll feel a failllre and YOII don't like that feeling and YOll know YOll 
are better not to raise the subject as it is more worse of a let down for somebody when YOII 

say oh that's interesting bill there's nothing I can do." J.7.F 

The provision of adequate local support services then not only had implications for the 
management of domestic violence within Primary Care but also for its detection and the GPs 
willingness to broach the subject. 

Given their largely positive experience with the training courses and screening tool used 
during the project the GPs next considered to what extent these could be replicated and how 
the project could be extended to others in Primary Care. It was acknowledged that despite 
their apparent effectiveness there were difficulties in providing screening tools, training and 
information for GPs and that implementing systemic change within Primary Care was 
problematic. Nevertheless training was the most frequent suggestion for promoting change. 
It was recommended that courses were short (Iday), accredited and access facilitated by the 
provision of locum cover. 

While these measures could be costly it was proposed that they would encourage 
participation, especially from those who had not previously considered domestic violence to 
be a priority. The major difficulty anticipated though was accessing those GPs who had little 
or no awareness of the issue. 

"The problem with this sort of training is that the people who sign lip for it are probably the 
people who have got an interest or a sympathy or a realisation that there is a poor service 
being offered in this area so you are getting only these interested parties coming along to 

training. The people YOIl need are the ones who don't think at all about patients with 
domestic violence. " A.I.M 

This, it was proposed could be tackled by using journals, articles and reports to highlight the 
clinical significance of the issue and to enhance GPs recognition of it as a health service 
concern. 

"I guess just flagging lip the issue is an important clinical isslle becallse I feel it isn't 
on the same level as high blood pressure or ischemic heart disease or things 

that we think of as important." A.I.M 

In view of the difficulties in attracting people to training courses and of releasing staff it was 
proposed that intervention with GPs should begin during their medical education. This 
would encourage the integration of domestic violence within practice rather than portraying it 
as an additional issue that could be added on at a later stage. 

"A whole lot of people are not going to want to go on a 2 day training thing like that. It's got 
to start from the universities really." G.4.F 

The provision of written information was not viewed as helpful unless it was contained 
within a package of measures that included training, screening tools and access to support 
services. Mailing unsolicited and unsupported guidelines or other information was not 
recommended. Guidelines were described as an annoyance because so many were received 
and as such, unlikely to be read. Training, however, could facilitate access to and effective 
use of guidelines while GPs, it was felt were more likely to act on their newly acquired 
knowledge of domestic violence if there was back up and support for their interventions. 

"It is the knowledge of the various services, there's no dOllbt 
they depend on the package. "J.7.F 
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There was little support for the idea that the Local Health Care Co-operatives (LHCCs) could 
have a role in co-ordinating and promoting these developments. It was suggested that they 
could publicise or validate the work but this would be dependent on domestic violence being 
identified as a priority. There was, however, general agreement that this could prove 
problematic as there were many more established issues also competing for priority. 

In order to further explore the difficulties expressed regarding the provision of written 
information GPs were asked for their feedback on a specific publication. This was a 
guideline from the Royal College of General Practice (RCGP) entitled "Domestic violence: 
the general practitioners role'. The Scottish Executive had distributed these in April 1999 
to every GP in Scotland. There was, therefore, reason to believe that each participant would 
have received a copy. 

However, most GPs could not be sure whether they had received it or not. Recognition of 
the guideline was low with most reporting that they had either not received it or had no 
memory of it. Only two had read it and neither knew where it was currently located within 
their surgery. It was agreed that a lack of engagement with this guideline did not necessarily 
reflect its quality. There was little feedback available on the quality and usefulness of this 
publication but those who had read it were positive. 

"I remember looking at the time, but it's quite a lotto sit dowll and read 
but it's a good thing." G.4.F 

As in the pre-intervention interviews a major difficulty was the volume of material received 
and a lack of capacity for reading and digesting this. The issue of information overload was 
repeatedly raised throughout the interviews with GPs expressing their dissatisfaction with the 
current arrangements for informing them of and promoting new approaches and practice 
developments. Some were ambivalent about written information having an interest in and 
desire to read it but being constrained by lack of time while others were more ruthless in their 
management ofliterature, sorting and prioritising materials before reducing their reading to a 
manageable level. 

"You just get so much mail in that ulliess you have a particular reason for reading it, or if 
it's an interest of yours then you tend to dismiss abolltBO%. .. C.2.F 

.. ... we did a study to see how milch mail we get and we get something like 40-50 pieces of 
mail a day to the practice for GPs and a lot of that is stllff from charities, support 

organisations, people trying to draw allention to a particular issue ... you couldn't get into the 
room if we kept them all so you have to prioritise ." A.l .M 

Prioritising seemed to be largely done on the basis of personal interest. GPs were more 
likely to read and to keep publications that concerned issues in which they had a pre-existing 
interest. The exceptions to this would be when the receipt of materials coincided with a 
particular problem arising in practice or if there was a pre-existing interest in the subject. 

"I tend to pull out papers about (my own interests). .. I.6 .F 

"It always depends whell you get something like this through the mail. You know if you've 
got someone you've seen recently with this problem you will read it. Jfyou are very rushed 

that day and you have it you will just scali it." J.7.F 

If they had no interest in an issue then it was unlikely that materials on this would be read. 
This, they agreed, resulted in written information largely influencing those who were already 
knowledgeable or aware of the issue. This may not, however, be the group the materials 
were intended for. 

61 



"I think sending out these things cold is really pretty useless and on an issue like this 
especially because we all know it happens, so that's not new in/ormation. " D.2.M 

However, while the entire group found unsolicited mailings onerous, difficult and frustrating 
it was accepted that there appeared to be few alternatives. The only real suggestion made to 
tackle this situation was for materials to be posted on a web site such as the Health Education 
Board for Scotland (HEBS) or the RCGP. They could then be readily accessed as and when 
the GP required them but would not have to be stored within the surgery. 

In what may a reflection of GPs weariness and cynicism with written information an 
alternative proposal was for another guideline to be developed. 

" ... what we really ought to have is a guideline that tells you 
how to deal with guidelines. " D.2.M 

At the end of the interviews the GPs were given the opportunity to add any further feedback 
they would like to note. Those who made comments agreed that the project had been useful 
and that they had benefited from participation. 

4.7 Results of the Audit of the Detection and Management of Domestic Violence in 
Primary Care 

4.7.1 Characteristics of the Sample & Response Rates 
Eighteen GPs participated in a pre and post-intervention audit of all adult, female 
presentations. The data collection period for both was two weeks. A total of 1455 audit 
forms were returned from the pre-intervention audit. Of these, 66 were partially completed 
but valid and 20 were invalid as they represented women who failed to attend or concerned 
girls under 16. Overall, 1435 valid forms were returned. 

The post-intervention audit produced 1399 forms, 19 were partially completed, 18 of these 
were invalid as they represented women who did not attend their appointments. One repeat 
presentation was identified. The total number of valid cases was 1381. 

a. Age 
In the pre-intervention sample the age of female patients ranged from 16-94 years while in 
the post-intervention audit it was 16-90 years (Figure 32). 

Fig. 32 Comparison of Pre and Post Intervention Samples: Age 

16-25 26-35 36-45 46-55 56-65 66-75 76-85 >85 Miss 

Pre 165 253 223 229 206 176 95 10 78 

11.5% 17.6% 15.5% 15 .9% 14.4% 12.3% 6.6% 0.7% 5.4% 

Post 152 265 279 210 186 195 79 6 9 

11% 19.2% 20.2% 15.2% 13 .5% 14.1% 5.7% 0.4% 0.7% 

The average age of women patients seen in the pre-intervention audit was 47.77 years. In the 
post-intervention audit it was 47.23 years. A t-test revealed no statistically significant 
difference between the two samples in terms of age. 

62 



b. Ethnicity 
In both the pre and post intervention groups over 99% of the participants were BritishlIrish. 
Very few patients Asian, European or African patients were seen. In the pre-intervention 
audit only 4 Asian, 2 European and 0 African women were identified while in the post
intervention audit this was 2,0 and 1 respectively (Figure 33). There was no statistically 
significant difference between the pre and post audit groups in terms of the ethnicity of 
patients. 

Fig. 33 Comparison of Pre and Post Intervention Samples: Ethnicity 

BritishlIrish Chinese IndianlPakistani European African 

Pre 99.6% (1369) - 0.3% (4) 0.1%(2) -

Post 99.8% (1381) - 0.1% (2) - 0.1% (I) 

c. Neighbourhood Type/Social Deprivation 
Participating practices were identified in terms of their patients rating on the Carstairs Index 
of Social Status (Figure 34). This rating of neighbourhood type can be used as an indicator 
of social deprivation. 

Fig. 34 Comparison of Pre and Post Intervention Samples: Social Deprivation 

112 most affluent 3/4/5 6/7 least affluent 

Pre 9.3% (133) 8.6% (123) 82.2% (1179) 

Post 8.8% (121) 9.8% (136) 81.4% (1124) 

The largest group in both the pre and post intervention audit came from practices with a 
neighbourhood type 6/7. The pattern of presentations within the audit was consistent with 
the distribution of patients across Glasgow where the majority are classified as belonging to 
Carstairs groups 6 and 7. There were no statistically significant differences between the pre 
and post intervention groups. 

d. Reason for Attending Surgery 
In both the pre and post intervention groups the most COmmon reason for attending surgery 
was for a non-specific complaint e.g. backache, repeat prescription, injury, pain, vomiting 
etc . This accounted for 38.4% (551) of all consultations during the pre-intervention phase 
and 39.2% (542) post-intervention. There was little variation in the numbers attending for 
infections, chronic illness, reproductive health or mental health (Figure 35). 

There were no statistically significant differences between the presentations for infections, 
mental health, reproductive health, chronic illness or non-specific/other reasons in the pre 
and post intervention audits, nor were there any significant differences within the three 
intervention groups. 

63 



Fig. 35 Comparison of Nature of Presentations at Surgerv 

Whole Sample Screening Training Control 
Group (S) Group (T) Group (C) 

Infection Pre 17.9% (257) 18.3% (94) 16.7% (84) 18.9% (79) 

Post 15.7% (216) 14.5% (75) 16.8% (74) 15.8% (67) 

Mental Pre 15.3% (219) 17.1% (88) 14.5% (73) 13.5% (58) 
Health 

Post 14.5% (200) 16.6% (86) 13.0% (57) 13.4% (57) 

Reprod. Pre 13.9% (200) 15.4% (79) 15.1% (76) 10.7% (45) 
Health 

Post 13.6% (188) 16.4% (85) 12.7% (56) 11.1% (47) 

Chronic Pre 14.5% (208) 15.2% (78) 14.7% (74) 13.4% (56) 
Illness 

Post 17.0% (234) 13 .3% (69) 22.0% (97) 16.1% (68) 

Non Spec Pre 38.4% (551) 34.0% (175) 38.8% (195) 43.2%(181) 
Complaint 

Post 39.3% (542) 39.2% (203) 35 .2% (155) 43.5%(184) 

The same five complaints were the most frequently presented in both the pre and post audit 
samples (Figure 36). The most common diagnosis in both was 'other' followed by 
'depression', which accounted for 8.4% and 10.1 % of pre and post presentations respectively, 
and 'arthritis', 4.5% and 5.6%. 'Contraception' and 'hypertension' were the other most 
common reasons for attending surgery. Contraception presentations stayed stable at 4.3% 
and 4.2% while the post-intervention sample showed slight increase in the frequency of 
hypertension as the presenting diagnosis from 3.8% to 4.3%. 

Fig. 36 Most Frequent Diagnoses 

Pre Post 
I. Other 303 21.1% Other 314 22.7% 
2. De ression 120 8.4% De ression 140 10.1% 
3. Arthritis 65 4 .5% Arthritis 78 5.6% 
4. 62 4 .3% 60 4 .3% 
5. 54 3.8% 58 4.2% 

4.8 Pre-Intervention Audit of the Detection & Management of Domestic Violence 

Throughout the pre-intervention period domestic violence was identified in 81 (5 .6%) cases. 
Of these 52 (3.6%) were valid whilst 29 (2%) were excluded from the study. These either 
referred to past abuse (23, 1.6%) or to abuse perpetrated by someone other than a male 
partner with whom the woman has an intimate relationship (6, 0.4%) e.g. sister, mother, son 
etc. In the 52 valid cases there were 17 disclosures and 35 cases of suspected abuse. 
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Of the 18 participants 8 reported the disclosure of domestic violence during this period. The 
violence identified was either physical, emotional or a combination of physical and 
emotional. Thirteen suspected domestic violence. 3 GPs neither suspected nor had domestic 
violence disclosed to them. 

4.8.1 Nature of Presentations & Response Where Domestic Violence Disclosed 
62.9% of presentations (9) where domestic violence was disclosed involved mental health, 
11.8% (2) concerned reproductive health while 17.6% were for either infections or other 
diagnoses. In addition, there were two patients, one who presented primarily for 
reproductive health and one as the result of an infection, who also had a mental health 
diagnosis . 

In all but one case the GP took action following the disclosure: in that case the issue had been 
discussed on a prior occasion. The most frequent response was to discuss the problem with 
the woman (II) but one referral was made to a service for abused women. Only one other 
referral was made but that was to a medical service which would address the woman's 
presenting medical condition rather than the domestic violence . 

Figure 37 below gives details of the presentations where domestic violence was disclosed. 

Fig. 37 Presentations at Surgerv and Action taken where Domestic Violence Disclosed 

Nature of 
Presenting Abuse Action Taken by GP GPNo Group 
Problem Disclosed 

1 UTI - discussed problem 2 S 
2 depression physical discussed problem 2 S 
3 iniury emotional discussed problem \3 S 
4 depression physicall patient attends counsellor 19 S 

emotional 
5 reflux oesaphagitis emotional no action: discussed in past 7 T 
6 anxiety physical discussed problem 21 T 
7 depression and physical / discussed problem 21 T 

anxiety emotional 
8 pregnancy/stress emotional discussed options 21 T 
9 depression physical discussed problem 8 C 

10 depression/anxiety - referral to women's centre 17 C 
11 anxiety/sinusitis emotional discussed problem 17 C 

patient attends counsellor 
12 contraception emotional discussed problem 18 C 
13 depression emotional patient has social worker 18 C 
14 STI physical referred to GUM clinic 18 C 
15 abdominal pain physicall discussed problem 18 C 

emotional 
16 anxiety physical discussed: patient moved 18 C 

out 
17 anxiety/depression emotional patient separated from 18 C 

partner 

4.8.2 Nature of Presentations & Response Where Domestic Violence Suspected 
Domestic violence was suspected in 35 (2.4%) cases (Figure 38). 28.6% of these (10) 
involved mental health, 8.6% (3) concerned infections, 5.7% (2) reproductive health while 
2.8% (I) was for chronic illness. The most frequent presentation was for other diagnoses, 
54.3% (19). 
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Whilst domestic violence was suspected in 35 cases this was broached with the patient on 
only 19 occasions. This represents 54.2% of suspected cases. 

The issue was not broached with 16 women, 45 .7% of suspected cases. 

Fig. 38 Presentations at Surgery and Action taken when Domestic Violence Suspected 

Presenting Problem Broached Action Taken By GP GPNo Group 
I alcohol abuse yes abuse denied 2 S 
2 stress )fes abuse denied 2 S 
3 depression no - 12 S 
4 back pain no - 12 S 
5 tiredness yes declined services 13 S 
6 bunions yes attends counsellor 13 S 
7 injurv yes counselling 13 S 
8 insorrmia yes no abuse identified 13 S 
9 anxiety yes discussed 14 S 
10 post-viral syndrome no - 14 S 
II repeat prescription yes no abuse identified 16 S 
12 repeat prescription yes continue to monitor 16 S 
13 chest infection yes no abuse identified 16 S 
14 catarrh no - 7 T 
15 arthritis no - 7 T 
16 tiredness yes no abuse identified 7 T 
17 depression yes discussed 7 T 
18 perianal abscess yes none 7 T 
19 ante-natal visit no - 7 T 
20 chest complaint yes none 7 T 
21 drug addiction no - 15 T 
22 stress no - 20 T 
23 thrush no - 20 T 
24 stress yes continue to monitor 21 T 
25 injurv yes discussed 4 C 
26 depression yes support 8 C 
27 fever yes advice & support 8 C 
28 migraine no - 17 C 
29 back pain no - 17 C 
30 depression no - 17 C 
31 back pain no - 17 C 
32 drug addiction yes discussion & advice 17 C 
33 bereavement/cyst no - 18 C 
34 period problems no - 18 C 
35 depression no - 18 C 

Raising the issue revealed domestic violence in II cases whilst this was denied in 8 (31.4% 
and 22.8% of suspected cases respectively). Where domestic violence was revealed women 
were either offered support (I), counselling (I), advice on other support services (I) or a 
discussion of the problem (4) . 

In 2 cases the GPs recorded the need to monitor and review the situation and in a further 2 
cases no action was taken. 
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4.9 Post- Intervention Audit of the Detection & Management of Domestic Violence 
During the post-intervention audit period GPs identified 70 (5.1 %) cases involving domestic 
violence. Of these 46 (3.3%) were valid. In the invalid cases 20 (1.4%) reported a past 
history of abuse while 4 (0.3%) referred to other forms of violence such as sexual assault by 
a stranger or an assault perpetrated by a son, daughter, parents etc . 

In the 46 valid cases there were 18 disclosures, 22 cases of suspected abuse and 6 cases 
where past or present domestic violence was revealed by the use of the screening tool. The 
18 disclosures were made to members of both intervention groups and the control group. 4 
were made to GPs from the screening + training group, 4 to members of the training only 
group and 10 to the control group. This is perhaps indicative of existing interest on the part 
of the participants in that they were receptive to the disclosure of domestic violence. 

A total of 9 (50%) GPs reported disclosure of domestic violence. The types of violence 
identified were physical, emotional, physical & emotional and physical & sexual. A further 3 
(1.7%) suspected domestic violence making a total of 12 (66 .7%) GPs who identified a 
domestic violence presentation during the post-intervention audit period. 6 (33.3%) GPs 
neither suspected nor had domestic violence disclosed to them during this period. Of these 2 
were from the control, 2 from the screening + training and 2 from the training only group. 

4.9.1 Nature of Presentations & Response Where Domestic Violence Disclosed 
50% of presentations (9) where domestic violence was disclosed involved mental health, in a 
further 2 cases there was another presenting problem in addition to the mental health issue. 
16.7% (3) of consultations concerned reproductive health or infections whilst 16.7% (3) were 
for other diagnoses, most notably physical injury (Figure 39). 

Fig. 39 Presentations at Surgerv and Action taken where Domestic Violence Disclosed 

Presenting Nature of Abuse Action Taken By GP GP Group 
Problem Disclosed No 

1 injury physical advice & discussion \3 S 
2 URTI physical & emotional referred to Womens Aid \3 S 
3 post-viral illness emotional discussed 14 S 

& depression 
4 ante-natal visit emotional advice and support 19 S 
5 depression physical discussed 20 T 
6 alcohol abuse physical & emotional patient attends 7 T 

psychiatrist 
7 injury physical & emotional discussed 7 T 
8 alcohol abuse physical & sexual discussed 7 T 
9 anxiety physical & emotional support 3 C 
10 depression (I)" physical discussed 8 C 
11 smear test emotional referred to 8 C 

Breakthrough 
12 miscarriage (2)" physical discussed 8 C 
13 eczema emotional discussed 8 C 
14 depression physical & emotional discussed 17 C 
15 depression physical discussed 17 C 
16 pain & ph~sical declined services 17 C 

depression 
17 depression emotional discussed 18 C 
18 anxiety emotional none 18 C 

.:. I st and 2nd visit of repeat presentation 
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In 15 cases (83.3%) the GPs reported that they took action following the disclosure. The 
most frequent response was to discuss the problem with the woman (II), 2 referrals were 
made to services for abused women, 2 women were offered support and in 2 cases the GP 
also offered advice. In 3 cases there was no immediate action taken. Of these I woman 
was already attending a psychiatrist who was aware of the problem, one declined services 
and in the final case no action was recorded by the GP. 

Both intervention groups and the control group identified physical and emotional abuse. A 
member of the training only group identified one case of sexual abuse. There were no 
apparent differences in the responses of the three groups to disclosure. Each made some use 
of or reference to support services for abused women although the most frequent response in 
each was to discuss the problem with the patient. 

4.9.2 Nature of Presentations & Response Where Domestic Violence Suspected 
Domestic violence was suspected in 22 cases (1.6% of total presentations) and raised with the 
patient in 14 of these (Figure 40). This represents 63 .3% of suspected cases. Broaching the 
subject revealed domestic violence on 6 occasions, 42.9% of broached cases. Abuse was not 
present or denied in 7 cases, 50% of broached cases, in 1 case no action was recorded. 
These suspected cases do not include mental health presentations in the screening + training 
group as these were recorded separately. 

Despite the exclusion of mental health presentations in the screening + training group from 
this data the most common reason for attending surgery remained mental health problems 
(10,45%). A further 5 presentations (22.7%) concerned reproductive health; chronic illness 
and infections both accounted for 2 (9%) while 3 (13.6%) were for other reasons. 

Fig. 40 Presentations at Surgery and Action taken where Domestic Violence Suspected 

Presenting Problem Broached Action Taken By GP GPNo Group 
I menopause yes advice on options 13 S 
2 sinusitis yes no abuse identified 16 S 
3 ante-natal visit yes no abuse identified 16 S 
4 ante-natal visit yes none 16 S 
5 post-natal depression no - 7 T 
6 depression yes discussed 7 T 
7 back pain yes no abuse identified 7 T 
8 depression/anxiety yes abuse denied 7 T 
9 viral illness yes no abuse identified 7 T 
10 cough no - 7 T 
II dysmenorrhea no - 15 T 
12 diabetes/asthma yes support IS T 
13 drug addiction yes abuse denied 20 T 
14 anxiety yes abuse denied 20 T 
IS depression no - 17 C 
16 PMS no - 17 C 
17 stress yes declined services 17 C 
18 depression yes declined services 17 C 
19 arthritis no - 17 C 
20 post-op consultation yes discussed 17 C 
21 anxiety no - 18 C 
22 drug addiction no - 18 C 
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The screening + training group, who had been given an index of suspicion for mental health 
cases, raised the issue in 100% of non mental-health presentation (4) where they suspected 
domestic violence. The training only group broached this in 70% (7) of cases while in the 
control group the rate was considerably lower at 37.5% (3). GPs didn't raise the issue in 8 
suspected cases, 36.7% of all suspected cases. Some noted the reasons for this on the audit 
form. These included partner present, running late, patient anxious to get away etc., but as the 
forms didn't specifically ask the reasons for not raising the issue this data is incomplete. 

The low detection rate militates against a comparison of the action subsequently taken, but 
GPs from each of the intervention groups did respond positively to women onCe domestic 
violence was revealed. Once domestic violence was revealed women were either offered 
support (I), advice on other support services (I) or a discussion of the problem (2). In 2 
cases the women declined services while in I case no action was taken. 

Adult, female, mental health presentations in the screening + training group (7 GPs) were 
subject to the use of a screening tool which required an enquiry about domestic violence 
unless it was unsafe to do so e.g. partner or other relative, friend etc. present (Figure 41). 

Fig. 41 Use ofthe Screening Tool for Domestic Violence in Mental Health Presentations 

% mental health % of use 
Freq. pres. of tool 

no of mental health presentations 86 100 -
screening tool used 38 44.2 100 
reveals current domestic violence 2 2.3 5.3 
reveals past history of domestic violence 4 4.7 10.5 
does not reveal domestic violence 31 36.0 81.6 
missing/don't know I 1.2 2.6 

There were 86 adult, female, mental health presentations in the screening + training group 
during this period. The screening tool was used in 44.2% (38) of these . Its use revealed 
domestic violence in 2 cases and a past history in a further 4. In both cases where domestic 
violence was revealed the patient was offered support and advice. Domestic violence was 
either not present, denied or services declined in 31, that is 81.6% of all cases where the 
screening too I was used. 

In total, the screening + training group broached the issue of domestic violence on 42 
occasions (38 mental health presentations and 4 non-mental health). This represents 8.1 % 
of all presentations. These enquiries revealed 6 cases of domestic violence, although 
services were declined in 2, and a history of past abuse in a further 4. This represents 
23 .8% of all broached cases and 2% of all presentations during the two-week audit period. 

4.10 Comparison of the Detection and Management of Domestic Violence in the Pre 
and Post Intervention Audit Periods 

In order to examine the impact of the interventions on the detection and management of 
domestic violence in the pre and post intervention audits the following characteristics were 
compared: 

• detection 
• disclosure of domestic .violence 
• suspicion of domestic violence when there is no disclosure 
• broaching the subject 
• use of the screening tool to reveal domestic violence 
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• nature of abuse disclosed 

• management 
• action taken once domestic violence revealed 
• level of demand for management compared to other Primary Care interventions 

4.10.1 Detection of Domestic Violence 
15 GPs detected domestic violence during the audit period. Detection was either through 
disclosure, broaching the issue or revealed by the use of a screening tool. 3 GPs (16.7%) 
neither suspected nor had domestic violence disclosed to them. Of these, 2 reported where 
they had knowledge of past abuse. As this information was supplementary to the audit 
requirements it is not possible to know whether the remaining GP also possessed this 
knowledge of his patients; whether there were no such presentations during the audit period 
or if he was unable to recognise indicators of domestic violence. 

There were no statistically significant differences in terms of disclosure or action taken 
during the pre and post intervention audits for the sample as a whole. The rate of detection 
of domestic violence, whether through disclosure or pro-active questioning, remained stable 
at 2% and 1.9% respectively. 

Fig. 42 Comparison of Gronps on Disclosure and Detection of Domestic Violence 

Screening Training Control 

Disclose Pre 1.0% (5) 0.6% (3) 2.1% (9) 

Post 0.8% (4) 0.9% (4) 2.4% (10) 

Suspect Pre 2.5% (13) 2.2% (II) 2.6% (11) 

Post 8.1% (42) 2.3% (10) 2.1% (8) 

Broach Pre 1.9% (10) 1.0% (5) 1.0% (4) 

Post 8.1% (42) 1.6% (7) 0.9% (3) 

Screen Pre N/A N/A N/A 

Post 7.3% (38) N/A N/A 

Revealed Pre 1.8% (9) 1.2% (6) 3.1% (13) 

Post 1.4% (7) 1.4% (6) 3.1% (13) 

However, a comparison of the screening + training, training only and control groups further 
explored differences in disclosure, suspicions and broaching the subject (Figure 42). No 
significant differences were found between the screening + training, training only and control 
groups in terms of their detection and management of domestic violence prior to the 
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intervention phase. However, analysis revealed statistically significant differences between 
the pre and post intervention audits for the screening + training group in terms of how often 
they suspected domestic violence and their willingness to raise these suspicions with women. 
Following the intervention GPs from the screening + training group were more likely to 
suspect domestic violence, X' = 15.915; p<O.OI, and to broach these suspicions with the 
woman concerned, X' = 20.477; p<O.OI than they had been prior to it. 

Furthermore, when provided with a selective screening tool which alerted this group to the 
possibility of domestic violence they were significantly more likely to suspect that this might 
be present, X' = 28.325; p<O.OI, and significantly more likely to act on their suspicions, X' 
= 43.604; p<O.OI, than either the training only or the control group. 

There were no statistically significant differences identified for either the training only or the 
control group in terms of how often domestic violence was disclosed to them; how often they 
suspected it or how often they pro-actively broached the subject when they had such 
SuspICIOns. In both groups the rate at which domestic violence was revealed, whether 
through disclosure or direct questioning, remained stable. 

4.10.2 Use of the Screening Tool 
Following the introduction of a selective screening tool the screening + training group was 
significantly more likely to suspect that domestic violence might be present and to broach the 
issue directly with women. A further potential impact ofthe screening tool was identified in 
the increased frequency with which domestic violence, or a history of it, was revealed in 
mental health presentations: 7% of mental health cases compared to a detection rate in the 
total sample of 1.9%. 

There was, however, a decrease in the number of non-mental health cases where domestic 
violence was suspected. The numbers concerned are low, 9 cases in pre-intervention vs. 4 
post, making it difficult to draw conclusions. 

4.10.3 Nature of Violence Disclosed 
There were few differences in the types of abuse disclosed (Figure 43). Each group was 
equally likely to identify physical or emotional abuse, or a combination of these, in both the 
pre and post intervention audits. The incidence of sexual violence was too small to be 
significant. 

Fig. 43 Tvpe of Domestic Violence Disclosed 

Tvpe of Violence Pre-intervention Post-intervention 
Phvsical 29.4 (5) 33.3 (6) 
Emotional 41.2 m 33 .3 6 
Phvsical & Emotional 17.6 m 27.8 5 
Phvsical & Sexual 0 5.6 I 
Missin" 11.8 (2) 0 

4.10.4 The Management of Domestic Violence 
The low detection rates within each group militates against a statistical comparison of the 
action taken by GPs once domestic violence was revealed, but it was clear that GPs from 
each of the intervention and control groups responded positively to women experiencing 
abuse (Figure 44). 

The screening + training group were more likely to offer advice, support and referral 
following the intervention and less likely to take no action. Discussion of the problem 
remained overwhelmingly the most frequent response, however, and there was little to 
indicate that increased awareness of organisations such as Women's Aid had influenced the 
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GPs to refer to the wider network of statutory and voluntary agencies supporting abused 
women. 

Fig. 44 Comparison of Action Taken on Detection of Domestic Violence 

Whole Screening Training Control 
Sample Group Group Group 

Discnssion Pre 15 (1.0%) 5 (1.0%) 4 (0.8%) 6 (1.4%) 

Post 13 (0.9%) 2 (0.4%) 4 (0.9%) 7 (1.7%) 

Referral to Pre 1 (0.06%) 0 0 I (0.2%) 
Women's 
Service Post 2 (0.1%) 1 (0.2%) 0 1 (0.2%) 

Referral Within Pre 1 (0.06%) 0 0 1 (0.2%) 
NBS 

Post 0 0 0 0 

Support Pre 2 (0.1 %) 0 0 2 (0.5%) 
Offered 

Post 4 (0.3%) 2 (0.4%) I (0.2%) 1 (0.2%) 

Advice Pre 2 (0 .1%) 0 0 2 (0.5%) 
Offered 

Post 4 (0 .3%) 4 (0.8%) 0 0 

No Action Pre 7 (0.5%) 4 (0 .8%) 1 (0.2%) 2 (0.5%) 
Taken 

Post 3 (0.3%) I (0 .2%) 1 (0.2%) I (0.2%) 

The data indicates a very small proportion of the total sample of patients received 
consultations characterised by potentially lengthy discussions, advice or support. 

4.11 Comparison of the Demand for Domestic Violence Intervention with Other 
Primary Care Presentations 

Domestic violence was disclosed, suspected or revealed by the screening tool in 52 cases in 
the pre-intervention audit and 46 in the post-intervention group. These represent 3.6% and 
3.3% of all presentation respectively. 

Figure 45 compares this to the frequency of other presentations in Primary Care. It can be 
seen from this that the number of presentations involving domestic violence was comparable 
to the level of demand for ante or post-natal care, monitoring of hypertension or treatment for 
infections and far exceeded the presentations for chronic conditions such as such as cancer, 
heart disease or diabetes. 

However, this data can only reflect the information contained in the audit forms and as there 
was some evidence of differences in the ways in which GPs completed the forms it may not 
be possible to infer accurate rates of presentation from this audit. For example, while one 
GP may have recorded a diagnosis of 'hypertension', others may have entered this as 'BP 
check',' BP monitoring' or 'regular check up'. In addition the prevalence rate for domestic 
violence would appear to be low when compared to that extrapolated from other studies. 
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Fig. 45 Comparison of Frequencv of Specific Presentations 

Pre % (I) Post % (I) 
Depression 8.4 (120) 10.1 (140) 
Contraceptive 4.3 (62) 4.2 (58) 
Hypertension 3.8 (54) 4.3 (60) 
Domestic violence 3.6 (52) 3.3 (46) 
Pregnancy 3.3 (48) 3.5 (49) 
Stress 3.1 (44) 1.6 (22) 
URTI 2.7 (39) 2.1 (29) 
UTI 1.9 (27) 2.7 (37) 
Smear Test 1.5 (21) 0.7 (9) 
Diabetes 0.8 (12) 1.4 (20) 
Heart Disease 1.2 (17) 1.4 (19) 
Cancer 0.4 (6) 0.4 (5) 
Psychosis 0.1 (I) 0.2 (3) 

Nevertheless, while these may not represent the actual frequency of these presentations it 
would appear that, far from being an isolated occurrence, domestic violence was encountered 
as or more frequently than a number of chronic or serious conditions for which GPs receive 
extensive support, guidance and information. 
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Discussion 

This section of the report will present the findings from the GP survey, interviews and audit of domestic 
violence. Conclusions are drawn regarding the efficacy of the intervention methods tested and proposals 
made for future developments. 

The findings are influenced, however, by a bias inherent in the composition of the sample. An overarching 
priority in recruiting participants was to establish a strong degree of interest in the project. In order to 
achieve this participation was informed and voluntary. This yielded benefits in that the group was highly 
committed to the aims of the project and supportive of the approach taken . However, it also influenced the 
outcomes of the study in that this sample had a pre-existing knowledge of the subject and little resistance to 
developing their interventions with abused women. Thus, while care was taken to ensure a balance of 
practice size, neighbourhood type and gender within the intervention and control groups it was accepted that 
all participants shared, to some extent, a pre-disposition to developing their knowledge and management of 
domestic violence. Care should then, be taken when interpreting the fmdings, as these apply to a relatively 
motivated group of GPs. Further research will be required in order to evaluate which methods of support 
are effective in engaging those GPs who are unaware of the subject or who lack an active commitment to the 
Issue. 

A further potential source of bias lay in the flexible approach adopted. This was due to the fundamental 
importance of locating the project within GP practices. This enabled the methods of intervention to be 
explored within the context of the routine demands placed on GPs. However, it was also acknowledged that 
the project should proceed in such a way that it caused minimum disruption to practice. Thus, whilst 
consistency was maintained in terms of the application of methods there was, by necessity, some flexibility 
with regard to timescales. For example, GPs were given some latitude in when they conducted their pre 
and post intervention audits and surveys were completed and interviews conducted during an identified 
period rather than at a fixed point in time. 

5.1 GP Survey Findings 

The survey responses demonstrate a high level of awareness of the implications of domestic violence for 
Primary Care with most of the GPs recognising that they do currently work with a number of women who 
experience domestic violence and identifYing clearly their role in responding to this. Their perceived role 
included counselling, support, information and documentation. However, despite some awareness of 
domestic violence and of their role in relation to this, there was scope for increasing the GPs knowledge of 
the issue. Some awareness of abusive behaviour and the implications of this for women's physical and 
mental wellbeing was evident but the post-intervention survey responses indicated a positive change in 
participant's knowledge, particularly in relation to their awareness of the range of abusive behaviours that 
constitute domestic violence and the reasons why this happens. 

Whilst some of the myths surrounding domestic violence were still cited as simple, causal explanations, 
specifically alcohol abuse and the inter-generational transmission of violence, there appeared to be a greater 
appreciation of the importance of structural and societal factors following the intervention. There was, 
however, only evidence of change within the screening + training and training only groups. As anticipated, 
the knowledge of the control group remained unchanged. 

Paradoxically, despite their apparent understanding of this issue as indicated by the survey results a lack of 
knowledge of domestic violence was one of the issues GPs reported as inhibiting their pro-active response to 
and effective management of the problem. Other barriers they encountered in responding to domestic 
violence were organisational e.g. lack of time, confidentiality concerns, duty to partner or personal 
shortcomings e.g. lack of skills, knowledge or confidence in ones ability to appropriately manage the 
problem. Nevertheless, in spite of their identification of barriers all but I GP from the control group 
indicated a willingness to broach this subject with women where they suspected that domestic violence might 
be present. A wide range of indicators that would lead them to suspect domestic violence was identified 
within which mental health presentations featured highly. 
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Training appeared to have been effective in addressing some of these barriers as while the control group's 
perception remained constant both the screening + training and training only groups considered that 
attendance at a training course had helped them to tackle some barriers . This was reflected in a reported 
positive impact on their practice with most GPs reporting that they were a lot more likely following training 
to raise the issue when they suspect domestic violence is present. 

Rapport with the patient appeared key to pro-actively raising the issue with a fear of offending or intruding 
cited as a major difficulty. This fear of damaging their relationship with a woman persisted as a significant 
inhibiting factor following the interventions despite the generally positive feedback from direct enquiries. 
Women appeared to be receptive to the GP raising this issue but in spite of this the GP continued to perceive 
broaching it as potentially damaging. 

The survey responses demonstrated the relative isolation of the GP in managing the issue of domestic 
violence. An analysis of the information relating to participants revealed that this was overwhelmingly a 
group of experienced practitioners. At the beginning of the study most had been in their current post for 10-
14 years. However, despite their length of practice and interest in this issue few had received either training 
or information to assist in the development of good practice. Where training or information had been 
accessed there was little to indicate that this had had any impact on practice. GPs appeared similarly 
isolated from the network of services available to support women experiencing domestic violence. They 
reported being largely unfamiliar with the work and effectiveness of these and cited the need for information 
on services, feedback on their effectiveness, good provision and ease of access to agencies to refer on to as 
supportive, enabling factors. 

GPs views of the forms of support they would like to see was influenced by the interventions. Training was 
frequently recommended as a method of supporting the development of this issue with GPs in the post
intervention survey while in the pre-intervention phase the participants recommended the provision of and 
access to services which would support abused women or GPs working with abused women. 

The findings of this survey confirmed those identified by previous studies regarding the limitations of a 
strategy of providing written information. (McColl et al 1998) Difficulties associated with the provision of 
unsolicited information were readily identified. GPs had limited awareness of what information they had 
already received and there was little to indicate that this had been used in any practical ways. Information 
received previously was often described as being 'Zero Tolerance' materials . As partners in the high profile 
Zero Tolerance campaign Greater Glasgow Health Board did distribute information widely throughout health 
services during the period 1994 -1996. At the beginning of this study, then, such information would have 
been at least 3 years old suggesting that there was little current awareness of the nature or content of 
publications received. Alternatively, it may be that Zero Tolerance is highly associated with domestic 
violence and so any information on this subject is attributed to it regardless of the source. Some of the 
sample did identifY ways in which information could be usefully provided e.g. details of support services 
which to refer on to, but there was also repeated reference to the already high volume of reading material 
received in Primary Care. 

Thus, it would appear that screening tools and training had an impact on the GPs knowledge, confidence and 
practice. However, the provision of information designed to increase knowledge of the subject and to raise 
awareness of the role of the GP in relation to domestic violence was viewed as a cumbersome and 
inappropriate. 

5.2 GP Interview Findings 

The interviews with a sub-sample ofGPs reinforced the findings of the pre and post-intervention surveys. 
The GPs who participated in the interviews appeared to reflect the general views and opinions identified in 
the surveys although a number of themes were further developed. 

One theme that emerged strongly was the identification of domestic violence as an issue central to General 
Practice . Links were repeatedly drawn between the approach proposed for the management of domestic 
violence and that for other social issues such as debt, drugs, poverty etc. Identifying and intervening with 

75 



domestic violence was proposed as integral to the management of depression, anxiety or other somatic and 
mental health consequences rather than as a supplementary, and by implication optional, aspect of their 
work. The skills required in order to effectively manage domestic violence were described as general 
consulting skills rather than specialist knowledge and GPs as being generalists who were required to work 
with whatever issue women presented with. However, it should be noted that as this group of GPs were 
self-selecting it is likely that they had a pre-existing disposition to identify domestic violence and other 
social issues as a valid for Primary Care. A group of GPs who did not share this perception of the GP as a 
legitimate first port of call for a wide range of social and medical issues may not immediately identify 
domestic violence as central to practice. 

Whilst the generalist nature of Primary Care could facilitate an understanding of domestic violence as a 
health service concern it did however, also appear to hinder raising and maintaining awareness of the issue. 
The GPs reported that attempts to raise awareness of a wide variety of medical and social issues had led to 
information overload. Most managed this overload by screening out all but those issues in which they had a 
specific interest. The screening and training interventions had resulted in an increased awareness but it was 
anticipated that competition from other issues would lead to a gradual lessening of this over time. However, 
despite recognising the problems of information overload there were no suggestions other than refresher 
courses and distribution of written materials for how to sustain awareness. Nor was there any indication of 
how to engage with those GPs who had no pre-existing interest in the subject and thus likely to screen out 
materials concerning domestic violence. 

A number of professional and personal difficulties were readily identified by the GPs in relation to 
developing their approach to domestic violence. They were able to identify the benefits of addressing 
domestic violence for both their practice and for women but they also recognised that these difficulties 
resulted in unease and, in some cases, reluctance to address the issue. There was frustration at women's 
lack of acceptance of the seriousness of their problem, their inaction and lack of progress in seeking a 
solution and with the GPs apparent powerlessness to effect change. Broaching the subject and supporting 
women were identified as difficult aspects of their work although their reluctance and unease would not, they 
proposed, prevent them from raising the issue when they felt it appropriate. 

The need for the GP to retain an element of judgement in relation to managing domestic violence was of 
primary importance. It was considered essential that they were able to decide when it was appropriate to 
raise the issue and as such expressed an unwillingness to adopt an overly prescriptive approach. GPs valued 
the perceived richness of their relationships with female patients and the depth of knowledge they acquired 
from this regarding her personal and family circumstances. In view of this knowledge they expressed belief 
in their ability to identify when domestic violence was an issue. Despite their acknowledgement of the 
reasons why women would actively conceal their experience of violence they appeared confident that they 
were aware of the issues concerning their female patients. Furthermore, in the presence of issues such as 
drug addiction, debt or bereavement it was considered neither necessary nor appropriate to broach the subject 
of domestic violence. Such issues were regarded as sufficient explanation for presentations such as 
depression, anxiety etc. and exclusive of domestic violence. In these circumstances it was highly unlikely 
that they would find it appropriate to raise the issue thus hindering detection. 

This view relates to a major barrier to pro-active questioning, the fear of damaging the relationship between 
GP and patient. The development oflong-term relationships characterised by trust were of great importance 
to the GPs and were considered critical to the development of a climate within which women would feel safe 
to disclose. A fear of intrusive or persistent questioning damaging this relationship led to some concerns. 
This, however, contrasted with their increased willingness to broach the subject following the interventions 
and the reportedly positive response from women. The interview evidence from the audit period 
overwhelmingly suggested that pro-active questions did not cause offence but GPs fear that it would 
persisted. Despite the lack of difficulties encountered they continued to view the adoption of a pro-active 
approach to questioning women about domestic violence as potentially incompatible with their desire to 
foster open and trusting relationships with patients. 

Factors that were viewed as facilitating a pro-active approach to domestic violence were access to 
complementary, responsive, support services to which women could be referred and access to training. 
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Training had influenced their practice in that they were more likely to suspect domestic violence and to raise 
this with women. However, it was considered essential that, having raised the issue, the GP was then able to 
refer on to services offering practical and emotional support. A lack of such services could result in 
reluctance on the part of the GP to broach the issue. Key aspects of the training programmes were 
increased confidence, a reduction in isolation gained through an exchange of ideas with other GPs, 
reinforcement of existing good practice and increased knowledge of local, follow-on services. 

Knowledge of local resources was of particular interest. These were viewed as supporting both the GP and 
the woman. However, there was little enthusiasm for developing inter-agency work with such services. 
The ready identification of the barriers to inter-agency work demonstrated the difficulties experienced by 
GPs in attempting to work collaboratively. Most viewed such working arrangements as desirable but there 
was little to indicate that their development could be easily achieved. 

The screening tool also appeared to have facilitated a pro-active approach to questioning. It was highly 
regarded and viewed as sustainable owing to its non-prescriptive, flexible, unobtrusive approach. The 
flexibility was particularly valued as it allowed GPs to use their knowledge of a situation and to exercise 
their judgement in relation to safety issues. It was agreed, however, that the screening tool could not have 
been implemented without the accompanying training course. Thus, despite identifying problems of 
information overload and the difficulties of engaging with uninterested or unaware GPs the group continued 
to identify a package containing screening tools, training and access to support services as the most 
appropriate and effective way of supporting their response to domestic violence. 

5.3 Audit Findings 

The audit returns indicate a low prevalence rate in the detection of domestic violence. In only 2% of the 
total presentations during the pre-intervention and 1.9% in the post-intervention period was domestic 
violence either disclosed or revealed through questioning. There was a low rate of disclosure (1.2% and 
1.3% respectively) and where domestic violence was suspected (2.4% and 1.6%), GPs demonstrated some 
reluctance to broach the subject with only 54.2% and 63.3% of suspicions being followed by an enquiry. 
The nature of the domestic violence revealed by women included physical, emotional and sexual abuse or a 
combination of these. 

Mental health was highly associated with presentations involving domestic violence. Other frequently 
encountered indicators suggested by research including injury, miscarriage and addictions (Richardson & 
Fielder, 1996) were also present but these were far outweighed by the presentations for depression, stress and 
anxiety. 

These results demonstrate the difficulties encountered in engendering change in relation to a complex and 
emotive issue such as domestic violence. There are many barriers to disclosure. Some of these arise from 
women's fear of retribution; shame, guilt and embarrassment; fear of being judged and lack of knowledge of 
sources of help. Others relate to the GPs practice e.g. fear of offending by raising the issue; ignoring 
indicators for fear of "opening a can of worms" or lacking the skills to raise the issue safely and sensitively. 
The intervention phase aimed to address some of these barriers. By providing training and a selective 
screening tool to support the GP, give them confidence and skills in pro-actively seeking domestic violence 
the hypothesis was that there would be a resultant increase in the detection and enhanced management of the 
problem. 

However, the detection of domestic violence remained stable for the sample as a whole and for each of the 
three groups following the interventions. Given the difficulties of disclosure this may not be unexpected. 
It may take time for GPs to create the conditions within which women feel able to disclose and while a direct 
approach may assist \vith this women may not feel immediately able to respond to pro-active questioning. A 
re-audit at a later time may, however, reveal whether this has led to a more open climate of disclosure. 

Despite the lack of change in detection GPs from the screening + training group were significantly more 
likely to suspect domestic violence and to broach these suspicions with women in the post-intervention audit. 
This can be attributed to the use of a selective screening tool for adult female, mental health presentations. 
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The screening tool alerted the GPs to the possibility of domestic violence and prompted them to raise this 
with women. Following the introduction of this GPs in the screening + training group were significantly 
more likely to suspect domestic violence and to broach this with women than GPs from the training only or 
control groups. 

The introduction of the screening tool led to an increase in enquiry, 8.1 % of presentations post-intervention 
compared to 1.9% of cases in the pre-intervention audit. This resulted in an increase in detection but only 
with mental health presentations. This increase was not reflected in other presentations and indeed the data 
suggested that the screening tool may have led these GPs to focus unduly on such cases at the expense of an 
index of suspicion where physical injury or illness was concerned. The provision of a screening tool, 
however, in conjunction with training, appears to have provided both an index of suspicion and skills in 
raising this issue. This intervention alerted the group to the possibility of domestic violence, facilitated them 
pro-actively broaching the subject and, hence, led to a subsequent increase in detection, albeit in a limited 
area of practice. 

There were no statistically significant differences identified for either the training only or the control group 
in terms of disclosure; suspected domestic violence or pro-actively broaching the subject. In both groups 
the rate at which domestic violence was revealed, whether through disclosure or direct questioning, remained 
stable. Given the lack of change detected in the training only group it would appear that the provision of 
training alone is not sufficient to engender change but that the provision of a sensitive, manageable screening 
tool may be an appropriate means offacilitating developments in practice. 

The hypothesis that training would assist GPs to better manage the problem of domestic violence seemed to 
have been proved to some extent with the screening + training group being more likely to offer advice, 
support and referral following the intervention and less likely to take no action. Overall, however, responses 
to women disclosing abuse varied little amongst GPs. The most frequent response was a discussion of the 
problem with support, counselling and advice also offered in some cases. However, as these were not 
elaborated upon it is difficult to know what was discussed or to what extent GPs made mention or use of 
other services that support abused women. In what may be an indication of the medical culture GPs 
recorded where there appeared to be a resolution to the problem e.g. another service was involved or the 
patient separated from partner. There was little to indicate that their increased awareness of organisations 
such as Women's Aid had influenced them to refer to the wider network of statutory and voluntary agencies, 
as, with few exceptions, all interventions seemed to be within the ambit of the health service. However, 
given the low rate of detection these findings have to be treated with some care. 

Finally, the audit results seemed to challenge a number of the myths commonly held regarding the impact of 
domestic violence in Primary Care. In spite of the relatively low detection rate the prevalence of cases 
where domestic violence was a factor was comparable to the level of demand for reproductive health care, 
monitoring of hypertension or treatment for infections. It far exceeded the presentations for chronic 
conditions such as such as cancer, heart disease or diabetes. However, unlike these conditions GPs receive 
relatively little support, guidance and information in their approach to management of domestic violence. 

GPs fear that responding to women experiencing abuse would be time consuming and unmanageable also 
appears not to be borne out with the data indicating a very small proportion of the total sample of patients 
receiving consultations characterised by potentially lengthy discussions, advice or support. Whilst a raised 
index of suspicion and a pro-active approach could result in increased detection it was clear that women still 
felt able to deny or to decline offers of support or referral to other services. Thus, despite their increased 
questioning the demand for intervention and a response to abused women remained manageable. 

5.4 Summary & Conclusions 

The project findings illustrate the effectiveness in the short term of supporting GPs through the provision of a 
package of screening tools, training and information on support services. They do not, however, give any 
indication of what could shape practice in the longer term although the use of the screening tool was reported 
as persisting. Training on its own did not appear to have the desired impact on practice while written 
information was not an effective method of communicating practice developments. These conclusions 
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support the findings of earlier studies that indicated the need for combinations of educational interventions 
and the importance of relating educational activity to the work that doctors do (Bennett et al 2000). 
Similarly, they are consistent with those that point to the shortcomings ofa strategy of written information. 
(McColl et al 1998) 

As suggested by previous studies (Freidman et al 1992, Cole 2000) the development of a selective screening 
tool for adult, female, mental health presentations that alerted GPs to the possibility of domestic violence and 
prompted them to raise this with women proved effective. It led to a raised index of suspicion although not 
to an immediate increase in detection or disclosure. However, a raised index of suspicion may in itself be an 
important outcome given the evidence that suggests that GPs often fail to detect domestic violence (Slavin & 
Wilkes 1998). As women experiencing abuse are more likely to approach their GP than any other 
professional (Richardson & Feder 1996) a high index of suspicion would appear to be an enabling factor 
which could facilitate the increased detection of domestic violence within Primary Care. GPs appeared to 
associate mental health presentations with domestic violence as these were highly linked with the detection 
and suspicion of domestic violence in both the pre and post-intervention periods. Whilst an undue focus on 
mental health presentations to the detriment of somatic indicators of abuse needs to be guarded against it 
would appear that a screening strategy capitalising on the high prevalence and raised awareness of the mental 
health consequences of domestic violence would be justified. 

A raised index of suspicion can also be considered significant as identification of women who are victims of 
domestic violence is a critical first stage in providing appropriate services. In view of evidence that suggests 
even committed physicians working with procedural guidelines have limited success in facilitating disclosure 
(Gerbert et al 1999) this lack of detection should not be equated with shortcomings in the screening 
procedure. Domestic violence is best identified through voluntary disclosure. This self-disclosure is 
facilitated by a trusting, compassionate, non-judgemental, and confidential environment, along with 
information that minimises women's fears and conveys the advantages related to disclosure. The sensitive 
nature of the topic and the increased risk that women face once the situation is shared with others means that 
disclosure should not be expected to occur within a particular time frame. Because women will feel initial 
reluctance to share this information and have concerns regarding the risk that sharing poses, they must be 
able to disclose at whatever point they themselves deem it most appropriate. This may not necessarily be 
when the issue is first broached but may occur later once they are convinced that the required climate of 
trust, openness and safety exists . 

Formal evaluation will be required in order to assess the long-term outcomes of screening, its impact on 
women's health, enhanced opportunities for intervention and the prevention of future abuse. Further work 
with women could usefully explore their perceptions of the opportunities it affords for disclosure and their 
expectations of a helpful and successful consultation regarding domestic violence. This could facilitate the 
development of a screening procedure that not only increased the chance of accurately identifying patients 
who have been abused but in addition one which would increasingly identify doctors as a resource should 
abuse arise in the future. 

GPs were strongly opposed to the unsolicited delivery of guidelines, screening tools or protocols and there 
was little evidence to support the use of training alone. It was also clear that the introduction of screening 
tools in isolation would not have achieved the desired influence on practice. The provision of training, 
however, in conjunction with a screening tool and increased awareness of support services was effective. 
This supports the conclusions drawn from a review of the medical educational literature which suggested that 
strategies involving multiple educational interventions, in this case, attendance at a course plus the reminder 
provided by the screening tool, were the most effective methods of changing and improving the performance 
of doctors. (Cantillon and Jones 1999) 

This multi-faceted intervention appeared to tackle a number of the barriers to detection and management 
identified by GPs and as such increased the likelihood that these would be overcome. Barriers such as lack 
of knowledge, lack of awareness of support services or uncertainty of the correct management of domestic 
violence were addressed by training. A screening tool that prompted pro-active questioning tackled others 
such as lack of recognition of indicators or lack of voluntary disclosure by the patient. However, some 
barriers remained most notably organisational issues such as lack of time or local support services. 
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Structural barriers relating to general practice such as the lack of management infrastructure and autonomy 
from wider policy imperatives were equally unaffected by interventions of this nature pointing to the need 
for multi-faceted strategic and individual initiatives in order to facilitate far-reaching change in practice, 
culture and ethos. 

Closely linked to the pro-active implementation of knowledge, skills and confidence acquired through 
training was the GP's assessment of the extent to which current local service capacity already assists women 
with their various needs. Progress has been made in recent years in identifying and supporting women who 
experience domestic violence. However, the services available are still small relative to the size of the 
problem. In many communities, existing resources may not be adequate to offer services to those who need 
them in areas such as mental health, substance abuse, safety planning and housing. Because service 
capacity may be inadequate in a range of areas, the development of creative partnerships is likely to be 
necessary if victims of domestic violence are to be supported and helped to move on. Communication 
across agencies, for example, through joint training, may help to foster mutual understanding, as well as 
raising awareness of domestic violence issues, educating other organisations about the GPs role in working 
with domestic violence, establishing formal referral procedures, and developing co-ordinated community 
strategies. However, while GPs could identify the benefits of such multi-agency work they could not readily 
identify how they could participate in it. 

There was support for a standardised response to domestic violence and a team approach was highly valued. 
It appeared likely that if a team approach was to be successful then GPs must make a substantial 
commitment to training staff on domestic violence issues, particularly on how to screen for domestic 
violence, ensure client confidentiality, determine an appropriate set of services, and make referrals. Victims 
of domestic violence face a variety of risks and concerns about personal safety, children's safety, privacy, 
eligibility for benefits and legal issues. Furthermore women might require on-going practical and emotional 
support from a wide range of agencies over a long period. However, there was little in the audit findings to 
indicate that GPs perceived the process of moving on and recovering from a relationship with an abusive 
partner as one which would require both time and multi-agency support. 

All members of the Primary Care team must understand and develop the skills necessary to identify the 
safety, privacy, and other concerns women face. They should be trained to act in a compassionate, non
judgemental, trustful, and confidential manner; to recognise the signs and symptoms of abuse; to use 
screening tools to identify victims; to uphold established confidentiality procedures and to provide relevant 
information on services and options. Developing staff capacity to perform these roles requires informative 
training, screening tools to aid the integration of knowledge and practice and collaborative partnerships with 
other agencies and organisations. 

These findings demonstrate the effectiveness of supporting GPs through the provision of an integrated 
package of screening, training and information. However, it was readily acknowledged that a pre-existing 
interest in the issue was present in this sample. This orientation towards the issue, understanding of its 
relevance to Primary Care and pre-disposition to engage with information concerning such practice 
developments may have facilitated the introduction and integration into practice of the support package. 
The difficulties associated with engaging those GPs who do not share a pre-existing understanding of and 
commitment to the issue were recognised but there were few suggestions for how these could be overcome 
within current education and information systems. Further exploration of the needs, attitudes and views of 
this group will be required. 

Finally, the findings of this pilot project seemed to confirm a demand for skills and knowledge in the 
management of domestic violence as it presents in Primary Care. They endorsed calls for an organised 
approach to screening, treating and preventing violence on the basis that domestic violence is as common, 
and in some cases more prevalent, as diseases routinely screened for (poirer 1997). The audit findings 
indicated that in spite of the relatively low detection rate the prevalence of cases where domestic violence 
was judged to be a factor was comparable to the level of demand for reproductive health care, monitoring of 
hypertension or treatment for infections. 
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Cases involving domestic violence far-exceeded presentations for chronic conditions such as cancer, heart 
disease or diabetes. However, unlike these conditions, the detection and management of domestic violence 
is rarely represented within the current established structures for medical education with few validated 
opportunities available for interventions such as training or access to guidelines and written information. As 
a result GPs remain relatively unsupported or guided in developing their approach to the management of this 
issue and practice developments continue to rely on those who are pre-disposed to the subject. 

Addressing the considerable support needs of GPs in relation to this issue would appear to require a 
substantial programme of activity. This programme would benefit from the involvement other agencies 
such as the Women's Health Team or Women's Aid. However, in view of the prevalence of this issue and 
its high association with an array of health problems, action to address GPs needs in relation to the 
management of domestic violence will also be required on the part of the comprehensive range of existing 
formal sources of support for engendering change and development in Primary Care. 
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Raising the Issue of Domestic Violence 
in Primary Care 

Screening Tool for Use with Adult, Female, Mental 
Health Presentations. 

This screening tool can be used with every adult woman who attends 
your surgery. but particularly with those who present with mental health 
issues that are highly associated with domestic violence. These 
include: 

depression 
anxiety 
panic attacks 
sleeplessness 
self-harm I suicidal intent 
drug & alcohol addictions 
eating disorders 

Step 1: Interview in a QUiet. Private Space 

Women will only be able to respond to your enquiries if they feel safe. 
Never raise the issue of domestic violence if her partner or any other 
friend, family member etc. is present. Also, women may not wish to 
talk in front of their children . 

If you are unable to speak to the woman alone then you cannot raise 
the issue at this time. Try to arrange another appointment at which she 
can come on her own. 

Even if you cannot raise the issue at this time you should still carefully 
document her injuries and mental state. 

Step 2: Raise the Issue 

Annex A 

Research shows that women generally respond positively to sensitive 
questioning from a concerned professional. Unless women are eager to 
discuss their abuse then it is better to ease into the discussion by asking 
indirect questions about her home life and relationships. 

"How are things at home?" 

"You seem unhappy with your partner's behaviour. 
Can you tell me more about that?" 

"Many women come to see me with the same difficulties you have and they 
tell me that it because of their partner. Is that what's happening to you?" 

"Are you afraid of your partner'? Does he hit you, threaten or control you?" 

Step 3: Respond to Her 
If she does not want to talk then move on. She may not be ready to seek 
help, or may want more time before disclosing. However, you were right to 
ask, this will reassure her that she can approach you once she is ready. 

If she does disclose domestic violence then: 

assure her that she has done the right thing in talking to you 
acknowledge that it is difficult for her 
let her know that she is not alone and that she is not to blame, share 
some statistics and speak from your experience with women in similar 
situations 
explain the limits of your confidentiality if there are children at risk 
assure her that she has options and that other women in similar 
situations have built new lives for themselves and their children 

Step 4: Provide Information on Sources of Help & Support 
Be aware of your limits • encourage her to contact other agencies for 
advice, information, counselling . support or refuge. 
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GREATER GLASGOW HEALTH BOARD 
DOMESTIC VIOLENCE RESEARCH 

GP Questionnaire 00000 

I Section A 

In this section we are interested in finding out about your current practice and 
knowledge in relation to domestic violence. 

Q1. How many, if any, women who are currently experiencing abuse do you estimate 
that you see per month? 

Q2a). Are there barriers for you as a GP in responding to domestic violence? 

Yes o No o Don't know 0 

Q2b). If~, what are the main barriers? 

.............................................................................................................................. 

.............................................................................................. ................. .............. . 

.............................................................................................................................. 

Q3. What sort of the following behaviours would you personally classify as domestic 
violence? (please tick all that apply) 

Occasional slap 

Telling a woman where she can & can't go 

Punching & kicking 

Pushing a woman 

Ridiculing a woman 

Insisting on sex when the woman doesn't want it 

Deliberately keeping a woman short of money 

Consistently refusing to let woman see friends or family 

All of the above 

None of the above 
Other (please specify 

o 
o 
o 
o 
o 
o 
o 
o 
o 
o 

.............................................................................................................................. 

.............................................................................................................................. 

Q4. Why do you think domestic violence happens? 

.............................................................................................................................. 

.............................................................................................................................. 

Annn C 



Q;. What, do you think, are the consequences for women's health? 

............. ................................................................................................................. 

.............................................................................................................................. 

.............................................................................................................................. 

Q6. How do you respond when women disclose domestic violence? 

Q7a). Do you record domestic violence and, if so, how? 

...................................................................... ........................................................ 

Q7b). If not, why not? 

Q8. If a woman has not stated she is being abused, what would make you suspect 
domestic violence? 

Q9a). Where you suspect that domestic violence is present, do you raise this with the 
woman concerned 

never 0 sometimes 0 frequently 0 

Q9b). If NOT AlWAYS, why would you not raise it? 

(Please tick the.£ main reasons) 

Abuser is also your patient 

Not your role to discuss this 

Afraid patient will be offended 

Feel it is for the woman to discuss if she wants to 

Lack of time 

Don't feel well enough informed 
Other (please specify) 

always 0 

o 
o 
o 
o 
o 
o 

.............................................................................................................................. 

.............................................................................................................................. 



I Section B 

In this section we are interested in your views on the supports available for GPs in 
relation to domestic violence. 

QI0a). Have you received any training on domestic violence? 

Yes o No o 
QI0b). If yes, please give details 

Q10c). if yes, did you find it useful? 

Yes 0 No 0 

Q11a). What information, if any, on domestic violence have you received in the past 12 
months? 
Please give details . 

.............................................................................................................................. 

.............................................................................................................................. 

Q11b). !fyou have received information, has it assisted you in responding to women 
experiencing domestic violence? 

Yes o No o 
Q12. Did the training/information make it more or less likely that you would raise 

domestic violence with a woman? 

More likely 0 Less likely o No Difference 0 

Q13. Which of the following, if any, do you give women experiencing domestic violence 
information on ? 

Police 0 
Social Work 0 
Housing 0 
Women's Aid 0 
Solicitor 0 
CPN 0 
Drug/Alcohol project 0 
Other local project 0 

Please specify : 



Q14. We are interested in your views of the other services in your area for women 
experiencing domestic violence. How effective do you think their response is ? 

Police very 0 fairly 0 not very 0 poor 0 don't know 0 
Social Work very 0 fairly 0 not very 0 poor 0 don't know 0 
Housing very 0 fairly 0 not very 0 poor 0 don't know 0 
Women's Aid very 0 fairly 0 not very 0 poor 0 don't know 0 
Solicitor very 0 fairly 0 not very 0 poor 0 don't know 0 
CPN very 0 fairly 0 not very 0 poor 0 don't know 0 
Drug/Alcohol project very 0 fairly 0 not very 0 poor 0 don't know 0 
Other local project very 0 fairly 0 not very 0 poor 0 don't know 0 

Please specify : 

Q15. Are there other forms of supports you would like to see for GPs in relation to 
domestic violence? 
Please give details . 
................... ........................................................................................................... 

................................................................. ............................................................. 

.............................................................................................................................. 

Q16. Any other comments . 

.............................................................................................................................. 

.............. ................................................................................................................ 

.............................................................................................................................. 

I Section C 

Finally, some information about you. 

Q17. When did you obtain your medical qualification? 

Year ........................................................................... . 

Q18. How long have you been working in your present post? 

Q19. What age are you? 



GREATER GLASGOW HEALTH BOARD 
DOMESTIC VIOLENCE RESEARCH 

Annn D 

GP Questionnaire 0000 

I Section A 

In this section we are interested in finding out about your practice and knowledge in relation to domestic 
violence now. 

Ql. What sort of the following behaviours would you personally classify as domestic violence? (please 
tick all that apply) 
Occasional slap 0 
Telling a woman where she can & can't go 0 
Punching & kicking 0 
Pushing a woman 0 
Ridiculing a woman 0 
Insisting on sex when the woman doesn't want it 0 
Deliberately keeping a woman short of money 0 
Consistently refusing to let woman see friends or family 0 
AA~ilie~~ 0 
None of the above 0 
Other (please specify) 

.............................................................................................................................. 

.............................................................................................................................. 

Q2. Why do you think domestic violence happens? 

.............................................................................................................................. 

.............................................................................................................................. 

.............................................................................................................................. 

Q3. What, do you think, are the consequences for women's health? 

.............................................................................................................................. 

.............................................................................................................................. 

.............................................................................................................................. 

Q4a). Are there barriers for you as a GP in responding to domestic violence? 

Yes o No o Don't know o 

Q4b). If~, what are the main barriers? 

.............................................................................................................................. 

.............................................................................................................................. 

.............................................................................................................................. 
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Q;a). Where you suspect that domestic "iolence is present, do you raise this with the woman concerned 

never 0 sometimes 0 frequently 0 always 0 

Q;b). 'fNOT ALWAYS. why would YOIl not raise it? 

... ..... ...... ....... .. ............ .... .. , .. .... ..... ...... .. .. .... ........................................... ..... ......... . . 

................................................ , .... .. ............ ......... .. ......... ................. ...... ..... , ........ , . 

.............................................................................................................................. 

Q;c). If you have raised it, how have women responded? 

.............................................................................................................................. 

... ... .............. ......... ....... ... .... .. ... ..... ... ... .. .. ..... ... .. ........ ...... ...... .... ..... ....... ...... .. ..... .... 

...................... ............. ..... .......... ...... ........ .............. ........ ....................... .. ............... 

I Section B 

In this section we are interested in what you think would be the most effective ways of helping GPs to 
respond to health issues which have both social and medical consequences. 

Q6 What would you recommend to help GPs in Glasgow identify and respond to domestic violence? 

Q7a). Have you seen a copy of the Royal College of General Practice guidelines 'Domestic Violence: 
the general practitioners role' ? 

o Yes o No o Don't Know 

Q7b). If you have seen these, have you used them ? 

o Yes o No 

Q7c) If yes, how were they useful? 

....... .......... ...... .. ........ ..... .... ...... ... .. .. .... .. ...... .. ........................ ..... .. .... .... .... ... ..... ...... 

.............................................................................................................................. 

Q8a) Have you received any other written information on domestic violence in the last 6 months? 

o Yes o No o Don't Know 

Q8b) If yes, what was it and how was it useful? 

.... ..... ... ............... ..... .. .. ...... .............................................. ................. ..................... 

.............. .. ..... ....... .. ..... ............ .... .. ..... .... .... ....... ........... ....... .. .... ............. .... ............ 

PIQC 



Q9. If not, what kind of written information would you find useful? 

ISection C 

In this final section we are interested in you and your practice. 

QI0. How many sessions do you work per week? 

.............................................................................................................................. 

Q11. Do you have access to counsellors within your practice? 

o 

o 

Yes 

How many? 

Q12. Any other comments . 

o No 

.. ......... .. ... -,. , ................. , .. , ............................................................ , ....•................... 

........ .. ................................. -, .................. , ................ ..... .... .... ................... .. .... , ...... . 

...................................................................................... ............................ ............ 

Thank you for your time. 

PIQC 





GREATER GLASGOW HEALTH BOARD 
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Annex E 

GP Questionnaire DDD:l 

I Section A 

In this section we'd like to know more about your views on domestic violence and the training 
course you recently attended as a part of this research, 

Ql. What sort of the following behaviours would you personally classify as domestic ,'iolence? (Please 
tick all that apply) 
Occasional slap 0 
Telling a woman where she can & can't go 0 
Punching & kicking 0 
Pushing a woman 0 
Ridiculing a woman 0 
Insisting on sex when the woman doesn't want it 0 
Deliberately keeping a woman short of money 0 
Consistently refusing to let woman see friends or family 0 
MI~~~~ 0 
None of the above 0 
Other (please specify 

.............................................................................................................................. 

......................................................... ........ ................ .. ........................................... 

Q2, Why do you think domestic violence happens? 

.............................................................................................................................. 

........................................................................................ ...................................... 

Q3, What, do you think, are the consequences for women's health? 

.............................................................................. .... .. ............................. , .......... .. 

..................................................... ................................. .......................... , ..... , ....... 

.............................................................................................................................. 

Q4, How would you rate the training course on domestic violence? 

In terms of interest; 

o 
not at all 
interesting 

o 
not very 
interesting 

o 
neither 

In terms of its usefulness for your practice ;. 

o 
not at all 
useful 

o 
not very 
useful 

o 
neither 

o 
interesting 

o 
useful 

o 
very 
interesting 

o 
very 
useful 
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Q5a). Following the training course, are you more or less likely to raise this issue with a woman when 
you suspect that domestic violence is present? 

D 
a lot less 
likely 

D 
a bit less 
likely 

D 
no change 

D 
a bit more 
likely 

D 
a lot more 
likely 

Q;b). If you don't always raise the issue, why would you not raise it? 

... .......................... ................................................................................................. 

................................................ ................... ............................... .................... ........ 

........................ ..................................................... ................. ................................ 

Q;c). If you have raised the issue, how have women responded? 

... ............ ............................................... ... ....................................... ......... ............. 

..................... ... .. .............................................................................. .... ... ....... ........ 

............................ ................... .......................................................... ..................... 

Q6. As a result of the training, in responding to women disclosing domestic violence do you 
feel :-

D D D D D 
much more a bit more no change a bit less a lot less 
confident confident confident confident 

Q7a). In dealing with domestic violence do you feel:-

D D D D D 
a lot less a bit less no change a bit more a lot more 
skilled skilled skilled skilled 

Q7b) . Can you identify ways this has shown up in your practice? e.g. raised index of suspicion, more 
relevant to raise the issue, etc. 

Q7c). If you can, do you think this will be sustained over the long-term? 

PIQ5 



Q8a) Previously you identified a number or barriers ror you as a GP in responding to domestic violence. 
Have the training and the screening tool helped you to tackle any or these? 

o Yes o No o Don't Know 

Q8b). What barriers did it help with? 

.............................................................................................................................. 

.............................................................................................................................. 

.............................................................................................................................. 

Q8c). Are there any barriers you consider can't be addressed through training or screening tools? 

.............................................................................................................................. 

.............................................................................................................................. 

I Section B 

In this section we are interested in your views of the screening tool on domestic violence 

Q9. With women presenting with mental health problems, have you asked them if they have 
experienced domestic violence? 

o 
every time 

o 
most times 

o 
some times 

QI0, How did you use the screening tool? 

o 
rarely 

o 
never 

Qll. Will the experience or using the screening tool to pro-actively seek out domestic "iolence 
influence your approach to this issue? 

.............................................................................................................................. 

.............................................................................................................................. 

.............................................................................................................................. 
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I Section C 

In this section we are interested in what you think would be the most effective ways of helping GPs 
to respond to health issues which have both social and medical consequences. 

Q12. What would you recommend to help other GPs in Glasgow identify and respond to domestic 
violence? 

o Screening Tools 
o Screening tools and training 
o Training 
o Information 

Q13. Are there other methods which, in your opinion, could be equally or more effective? 

Q14a) Have you seen a copy of the Royal College of General Practice gUidelines 'Domestic 
Violence: the general practitioners role' ? 

o Yes o No 

Q14b). If you have seen these, have you used them? 

o Yes o No o Don't Know 

Q14c). If yes, how were they useful? 

Q15a). Have you received any other written information on domestic violence in the last 6 months? 

o Yes o No o Don't Know 

Qt;b). If yes, what was it and how was it useful? 

.......................................................................... , .................................................. . 

................. ............................................................................................................. 

.............................................................................................................................. 

Ql;c). If not, what kind of written information would you find useful? 

.............................................................................. ................................................ 

..................................... ......................................................................................... 

.............................................................................................................................. 
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I Section D 

In this final section we are interested in you and your practice. 

Q16. How many sessions do you work per week? 

Q17. Do you have access to counsellors within your practice? 

o Yes o No 

o How many? 

Q18. Any other comments . 

....................................................................... , ......... ................................ , ........... . 

....... ................................ ................................................................................ ....... 

....................................................................... .. ...... .............. .... ................ ............. 

Thank you for your time. 

PIQS 





GREATER GLASGOW HEALTH BOARD 
DOMESTIC VIOLENCE RESEARCH 

GP Questionnaire 0000 

I Section A 

In this section we'd like to know more about your views on domestic violence and the 
training course you recently attended as a part of this research. 

Ql. What sort of the following behaviours would you personally classify as domestic 
violence? (please tick all that apply) 
Occasional slap 0 
Telling a woman where she can & can't go 0 
Punching & kicking 0 
Pushing a woman 0 
Ridiculing a woman 0 
Insisting on sex when the woman doesn't want it 0 
Deliberately keeping a woman short of money 0 
Consistently refusing to let woman see friends or family 0 
All of the above 0 
None of the above 0 
Other (please specify 

.............. ....... ......... ..... ................................. .......... .................................. ....... ... .... 

Q2. Why do you think domestic violence happens? 

.............................................................................................................................. 

....................................................... .. ....... ............. .............................. ... ... .. ..... ...... 

Q3. What, do you think, are the consequences for women's health? 

.... ...... ..... ....... .............. ..... ...... ....................... ............................. ........................... 

........................................................ ............................................................ .......... 

.............................................................................................................................. 

Q4. How would you rate the training course on domestic violence? 

In terms of interest: 

o 
not at all 
interesting 

o 
not very 
interesting 

o 
neither 

In tenns of its usefulness for your practice :-

o 
not at all 
useful 

o 
not very 
useful 

o 
neither 

o 
interesting 

o 
useful 

o 
very 
interesting 

o 
very 
useful 
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Q5a) Previously you identified a number of barriers for you as a GP in responding to 
domestic violence. Has the training helped you to tackle any of these? 

o Yes o o Oon't Know 

Q;b). What barriers did it help with? 

.............................................................................................................................. 

.............................................................................................................................. 

.............................................................................................................................. 

Q5c). Are there any barriers JOu consider can't be addressed through training? 

................................ .............................................................................................. 

.............................................................................................................................. 

Q6a). Following the training course, are you more or less likely to raise this issue with a 
woman when you suspect that domestic violence is present? 

o 
a lot less 
likely 

o 
a bit less 
likely 

o 
no change 

o 
a bit more 
likely 

Q6b). If you don't always raise the issue, why would you not raise it? 

Q6c). If you have raised the issue, how have women responded? 

o 
a lot more 
likely 

... ... ........................................... ............................................................................. 

Q7. AI; a result of the training, in responding to women disclosing domestic violence do you 
feel :-

0 0 0 0 0 
much more a bit more no change a bit less a lot less 
confident confident confident confident 

Q8a). In dealing with domestic violence do you feel:-

0 0 0 0 0 
a lot less a bit less no change a bit more a lot more 
skilled skilled skilled skilled 

PIQT 



Q8b). Can you identify ways this has shown up in your practice? e.g. raised index of 
suspicion, more reluctant to raise the issue etc . 

.............................................................................................................................. 

................ ........................ ..................... ................. .. ........................................... ... 

.............................................................................................................................. 

Q8c). If you can, do you think this will be sustained over the long-term? 

.............................................................................................................................. 

ISection B 

In this section we are interested in what you think would be the most effective ways of 
helping GPs to respond to health issues which have both social and medical 
consequences. 

Q9. Would you recommend using training to help other GPs in Glasgow identify and 
respond to domestic violence? 

o Yes o No o Not Sure 

QI0. Are there other methods which, in ),our opinion, could be equally or more effective? 

Qlla) Have you seen a copy of the Royal College of General Practice guidelines 'Domestic 
Violence: the general practitioners role' ? 

o Yes o No o Don't Know 

Qllb). !fyou have seen these, have you used them? 

o Yes o No 

QUa). Have you received any other infonnation on domestic violence in the last 6 months? 

o Yes o No o Don't Know 

Q12b). If you have, what was it and how was it useful? 

.. ... ......... .. .. ................ ..... .... ....... .. .. ...... ... ......... ... .... ..... ..................... ................ ..... 

.............................................................................................................................. 

.............................................................................................................................. 
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Ql2c). If not, what kind of written JOformation would you find useful? 

!section C 

In this final section we are interested in you and your practice. 

Q13. How many sessions do you work per week? 

............................................................................................................... ............... 

Q14. Do you have access to counsellors within your practice? 

o Yes o No 

o How many? 

Q15. Any other comments . 

.............................................................................................................................. 

......... ..................................................................................................................... 

......... ...................................................................................................... ............... 

Thank you for your time. 

PIQT 



Annex G 

Pre-Intervention Interview Ouestions 

I. How important do you think the issue of domestic violence is for your practice? 
Why is that? 

2. In your opinion what is the general practitioners role in relation to domestic violence apart 
from treating the medical consequences? 

3. How easy is it to respond in this way to women who tell you they are experiencing domestic 
violence? 

4. How easy is it to respond to women you suspect are experiencing domestic violence, but 
have not disclosed this? 

5. Do you think you can tell when domestic violence IS an Issue for your female patients, 
whether or not they disclose this to you? 
How do you know? 

6. Do you think that you do identify it, even if this is not followed by intervention? 

7. What difficulties do you think women may have in telling you about domestic violence? 

8. Given these, do you think it is appropriate for you to broach the subject with her? 

9. The current Scottish Executive recommendations suggest that the best way to tackle 
domestic violence is to work across agencies e.g. social work, housing, and that health has a 
pivotal role to play in this. How easy/difficult is working across agencies for GPs? 

10. What inter-agency structures currently exist? e.g. community care. 

II. How effective are these? 

12. Do you think these could help work across agencies in relation to domestic violence? 

13. Are you aware of any other work within the Greater Glasgow Health Board area on this 
issue? e.g. A&E initiatives, Maternity protocols, PGMEB courses etc. 

14. Are you aware of any work or debate on a wider, national basis on how to respond to the 
issue? e.g. BMA report, BMJ publications, Scottish Executive guidelines. 

15. How has this work influenced your own approach to the issue? 

16. Other than training, information and screening tools what do you think would be helpful for 
GPs? e.g. support GPs, payments, more refuge places etc . 

17. Is it important that the other GPs in your practice share your views on the role of the GP in 
relation to domestic violence? 





Annex H 

Post-Intervention Interview Questions 

Part 1: What did you think of the training you did as a part of the research? 

1. Did you find it helpful? In what ways? 
2. What wasn't helpful? 
3. Do you think that it influenced your practice? 
4. Did it change your perception of how important an issue domestic violence is for your 

practice? 
5. How did it affect your understanding of the role of the GP in relation to domestic violence? 
6. Has it changed your: 

knowledge of domestic violence? 
skills in dealing with women who experience domestic violence? 
confidence in dealing with domestic violence? 

7. Given these, how do you feel about broaching the subject with a patient? 
8. Do you feel any better infonned about wider, national work and debate around domestic 

violence and health? 

Part 2: Implementation of the Screening Tool 

9. How much have you used the screening tool? 
10. If not for every presentation, in what circumstances would you not use it? 

How helpful was it? 

Did you encounter any problems? What were these? 

11. How did you feel using it? E.g. awkward, stilted, better 
12. Have patients been OK when you asked about domestic violence, even if their answer is 

'no'? 
13. Did it facilitate raising the issue when you suspected domestic violence? 
14. Would you want to incorporate the screening tool into your routine practice or was it only 

possible to sustain it's use during the period of the research? 
15. Do you think that you would have been able to use the screening tool without the 

accompanying training course? 

Part 3: Future Developments 

16. The training was only 2 days, what other help do you think is needed to help sustain good 
practice over the long tenn? 

17. Given their agreement, how do you think this work should be rolled out to other GPs? 
18. Do you think the LHCC could have a role in co-ordinating, promoting this? 
19. Did you receive a copy of the RCGP guidelines "Domestic violence: the general practitioners 

role'? 
20. If yes, did you find them useful? 
21. Is there any other feedback you would like to note? 





GREATER GLASGOW HEALTH BOARD 
GP DOMESTIC VIOLENCE RESEARCH 

DODD 

Audit Of Women Patients Attending GP Survey 

SECTION 1- TO BE COMPLETED BY RECEPTION STAFF. 

PLEASE COMPLETE FOR EACH FEMALE PATIENT OVER 16YRS 

Case Number OR Initials 

Date of Birth 

Date seen at surgery 

Ethnic origin British/lrish Chinese Indian/ Pakistani 
(please circle) European African 

other ......... ... ........ .. ....... ..... .. .. : .. 
(please specify) 

GP attended Dr 0 
(please tick) Dr 0 

Thank you for your assistance. 

Ann ex I 





GREATER GLASGOW HEALTH BOARD 
GP DOMESTIC VIOLENCE RESEARCH 

Audit of Women Patients Attending GP Surgery 

SECTION 2 - TO BE COMPLETED BY GP. 

PLEASE COMPLETE FOR EACH FEMALE PATIENT OVER 16YRS. 

1. Please summarise the patient's stared problem. 
(In her own words) 

2. \'V'hat is your diagnosis? 

AnnnJ 

0:::::1:::1J 

3. Does the patient say thar she is experiencing domestic Yes (please complere questions 4 & 5) 
violence? 
(Please circle) No (please go to question 6) 

4. If 'yes', whar kind of abuse is disclosed? 

5. \'V'har treaunent is given, or action taken, in relation to the abuse? 

6. Do you suspecr the patient is experiencing domesric violence? Yes 
(Please circle) No 

7. If 'yes', is this broached with the patient? Yes 
(Please circle) No 

8. If yes, whar rreaunent is given, or acrion taken, in relation 
to the abuse? 

Thank you for your co-operation. 





GREATER GLASGOW HEALTH BOARD 
GP DOMESTIC VIOLENCE RESEARCH 

Audit of Women Patients Attending GP Surgery 

SECTION 2 - TO BE COMPLETED BY GP. 
PLEASE COMPLETE FOR EACH FEMA LE PATIENT OVER 16YRS. 

J. Please summarise the patient's stated problem. 
(In her own words). 

2. What is your diagnosis' 

Annex h: 

o:::r:J:J 

3. Does the patient say that she is experiencing domestic Yes (please complete questions 4 & 5) 
\~olence ? (Please circle) 

No (please go to question 6) 

4. If 'yes', what kind of abuse is disclosed' 

5. What treatment is given, or action taken, in relation to the abuse? 

6. If a mental health presentation, is the domestic violence Yes (please complete questions 7 & 10) 

screening tool used? (Please circle) No 

7. Does this reveal domestiC violence? (please circle) Yes 

No 

8. If not a mental health presentation, do you suspect the Yes (please complete questions 9 & 10) 

patient is experiencing domestic \iolence' (please circle) No 

9. If 'yes', is this broached with the patient' (please circle) Yes 

No 

10. If yes, what treatment is given, or a€tion taken, in relation 
to the abuse' 

Thank you for your co-operation. 
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Annex L 

Timetable for Research Project 

Recruitment of GPs for study 

Pre-intervention survey of GPs knowledge and skills in relation to domestic 
violence 

Interviews with a sample of GPs 

Pre-intervention audit of the prevalence and management of domestic 
violence in primary care 

Intervention phase 
I Training and Introduction of a Screening Tool in the 

Management of Domestic Violence (Screening+Training Group) 
II Training (Training Only Group) 
ill Control 

Introduction of a selective screening procedure over a 4 - 6 week period 

Post-intervention audit of the prevalence and management of domestic 
violence in primary care 

Post-intervention survey of GPs knowledge and skills in relation to domestic 
violence 

Interviews with a sample of GPs 

Analysis ofresearch findings 

Writing up of final report 

i 





-Jr. c Ie : Q ~e II 

W.H.O. Collaborating Centre for Women's Health 

Ask for: 
Department: 
Telephone: 
Fax: 
Email: 
Date: 
Ref: 

Dear Colleague, 

Sue Laughlin 
Public Health (Women's Health) 
01412014966 
01412014949 
sue.laughlin@gghb.scot.nbs.uk 
June 2001 
S:KM\DV\GP 

",?,q 
or'~ '.()-

~~jJ 
GREATER GLASGOW 

HEALTH BOARD 

Supporting GPs in tbe Development of an Effective Response to Domestic Violence as it 
Presents in Primary Care 

Please find enclosed a copy of the report of the above research project. This examined the 
usefulness of screening tools, training programmes and written information to GPs who were 
interested in developing their management of the issue of domestic violence. This project, 
conducted last year under the auspices of the Women's Health Team at the Department of Public 
Health, identified a number of important findings in respect of supporting change and development 
within primary care. These will now be addressed within the wider programme of activity on 
gender-based violence to which both the Board and the Primary Care Trust are committed. 

If you would be interested in further information on this project or on the programme of activity to 
which it relates then please contact Kate Munro on 0141 201 4972. A summary report is also 
available from the above. 

Yours sincerely, 

~H~l\~ 
Women's Health Co-ordinator. 

Department of Public Health (Women's Health) 
Dalian House, PO Box 15327, 350 St Vincent Street, Glasgow G3 8YU 

Switchboard: 0141-2014444 Minicom: 0141-201 4400 




